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Evidence-based public health ensures that actions to safeguard and improve the health of 
populations are based on sound evidence. This requires three processes: evaluation to generate 
evidence, dissemination, and use of evidence. This thesis aimed to improve understanding of 
these processes within multi-agency public health interventions; the research focuses on 
interventions promoting physical activity, which is a public health priority. Such interventions are 
challenging to implement and to evaluate, yet to achieve sustainable change to address the 
health of the population, evaluation is needed to understand their complexity and effectiveness. 
By exploring current practices, the thesis applied the insights gained to develop recommendations 
to improve practice and contribute to the underlying aim of closing the research-practice gap. 
A scoping review was conducted to identify evaluation frameworks that could be used in 
evaluating physical activity interventions, and to appraise their applicability to different 
evaluation objectives and contexts. Secondly, a systematic review appraised the use and reporting 
of evaluation frameworks in physical activity evaluation studies. A collective case study approach 
was then applied to explore the use of strategies to support evidence-based practices within an 
applied context. This was based on a national physical activity programme, Sport England’s Get 
Healthy Get Active programme. Multiple sources of evidence were analysed to explore influences 
on evaluation practice, knowledge exchange and the capacity to conduct and use evaluation. 
This research highlighted the complex interconnections and context-specific nature of influences 
on evidence-based practices. Where systematic approaches, such as evaluation frameworks, are 
applied appropriately, these can improve evaluation and reporting. Yet, there are gaps in 
guidance, limitations in use and reporting of frameworks, and limited use made of evidence 
generated. Research-practice partnerships and networks can improve practice, but organisational 
structures and systems are needed to facilitate their implementation. The thesis considers 
implications of these findings for researchers and decision makers, who play a pivotal role in 
shaping the future of evidence-based public health. 
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Chapter 1. Introduction to the thesis 
1.1. Introduction 
Interventions to bring about behaviour change, such as increases in physical activity, are a public 
health priority (1, 2). The  importance of physical activity for the physical, mental, and social 
health of individuals, communities and populations is well recognised (3-5). Yet, there remains 
high levels of inactivity amongst the population (1, 6, 7). If we are to meet targets to reduce 
physical inactivity to improve the health of the population, such as the World Health 
Organization’s Global Action Plan target for a 15% reduction in physical inactivity by 2030 (1), it is 
essential to generate evidence about the complexity and effectiveness of interventions, and to 
use that evidence to inform practice and policy (8). Evidence-based public health seeks to ensure 
that decisions and actions are based on sound evidence; understanding how appropriate evidence 
can be generated and used is critical (9, 10). 
Despite the value placed on evidence-based practices by researchers, policy makers, and 
practitioners, there continues to be calls for better evaluation and reporting to improve the 
evidence base (11-13). In particular, researchers and practitioners continue to debate the 
development and use of appropriate evaluation methods, what counts as evidence, and how to 
improve the reporting and use of practice-relevant evidence (10, 11, 14-16). Yet there are 
considerable gaps in our understanding of how best to facilitate and improve evaluation practices, 
and adoption and implementation of evidence. The research presented in this thesis aimed to 
address these gaps, by exploring strategies and recommendations that are intended to improve 
evaluation and the use of evidence, and to appraise their applicability and effectiveness. The use 
of evaluation frameworks to facilitate a systematic evaluation approach and research-practice 
partnerships to bring researchers and practitioners together to support evaluation are just two 
examples that this thesis seeks to explore. Whilst the focus is on physical activity interventions, 
the research sought to generate insights that would be applicable to other health behaviours and 
public health fields, where similar evidence-based approaches are required. 
1.2. Research questions 
To address the research aim, the following research questions were formulated: 
1. What frameworks have been published that can be used for evaluation of physical 
activity and/or dietary change interventions? 
2. What is the applicability of evaluation frameworks to different evaluation objectives, 
programmes, and contexts? 
3. To what extent have evaluation frameworks been used within reported physical 
activity evaluation studies? 
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4. Which frameworks have been used within reported physical activity evaluation 
studies? 
5. What is the quality of reporting with regards to how evaluation frameworks have been 
used within physical activity evaluation studies? 
6. To what extent are strategies intended to facilitate real-world project evaluation 
effective? 
7. What are the influences on evaluation practices in a real-world context? 
8. How effective are programme level evaluation strategies at generating high quality, 
generalisable evidence? 
9. What are the implications of influences on evaluation practice for the effective 
commissioning and evaluation of public health interventions? 
10. How do partnerships and networks influence evaluation, dissemination, and 
evaluation use? 
11. Who are the essential partners involved in evaluation of multi-agency interventions? 
12. What are the implications of understanding influences on evaluation and partnership 
working for knowledge exchange and the capacity to do and use evaluation? 
This introductory chapter provides the background to the thesis and highlights the gaps in 
understanding that informed the research questions and the development of the thesis. The latter 
part of the introductory chapter provides an overview of the chapters that follow. Briefly though, 
chapter two addresses questions one and two, and chapter three addresses questions three to 
five. Chapters four and five are based on a case study of a national physical activity programme, 
Sport England’s Get Healthy Get Active (GHGA) programme. Questions six to nine are addressed 
in chapter four, and questions ten to twelve in chapter five. 
1.3. Defining the research area 
Increasing demands for evidence-based practice within public health have stimulated interest and 
expansion of evaluation and implementation research, and these two fields of research have 
evolved considerably over the last twenty years (12, 17, 18). Whilst evaluation is carried out for 
various purposes, a central purpose is to determine an intervention’s effectiveness, thus 
identifying successful techniques that can inform future policy and practice. The World Health 
Organization defines evaluation as: 
“the systematic examination and assessment of the features of an initiative and its effects, in 
order to produce information that can be used by those who have an interest in its 
improvement or effectiveness.” (19) (p.3) 
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Implementation research is: 
 “the scientific study of methods to promote the systematic uptake of research findings and 
other evidence-based practices into routine practice, and, hence, to improve the quality and 
effectiveness of health services and care.” (17) (p.1) 
The focus of this thesis is on practices and processes associated with these fields of research. One 
of the challenges in evaluation and implementation research is a lack of consistency and clarity in 
how concepts and terms are defined and applied (20). A common language that is accessible to 
practitioners and policy makers, as well as researchers, is needed to develop a shared 
understanding. The following section of this chapter, defines key terms and concepts, clarifies the 
relationships between them, and explains how they have been applied within this thesis. A 
glossary of key terms is provided in Appendix 1. 
1.3.1. Evidence-based public health 
Evidence-based practice is a central tenet of public health strategy development and 
implementation (21). Evidence-based public health involves: use of evidence to support decision 
making, intervention evaluation, learning from evaluation, reporting of findings, and use of 
evidence to inform and improve future decision making (22). This can be depicted as a cycle of 
evidence-based practice (Figure 1-1). 
 














Figure 1-1 shows the relationship between the use of evidence to inform intervention 
development and implementation, and the use of evaluation to generate practice-based evidence 
(14, 23, 24). Practice-based evidence refers to the knowledge and insights generated from 
evaluation of ‘real-world’ interventions, and can be particularly important in generating practice-
relevant evidence (25, 26). Integration of scientific evidence, with a consideration of evidence 
about an intervention’s context, resources and stakeholder requirements, is central to evidence-
based public health (24). Individual and organisational capacities, structures and systems that 
enable the generation of evidence through effective evaluation practices, and the flow of 
evidence and information, are vital to the functioning of the cycle (24). 
Figure 1-1 is a simplified view of the sequence of activities, and previous studies have provided 
variations on this cycle (27-29). It serves here, though, to highlight the three fundamental 
practices, or processes, that underpin both evidence-based practice and this thesis - evaluation, 
dissemination, and evaluation use. Starting with the intervention, the importance of each of the 
elements depicted in Figure 1-1, the relationships between them, and how gaps in our 
understanding of the elements has informed the research questions, are explained below. 
1.3.2. Interventions 
The term ‘intervention’ is a general term that encompasses a broad spectrum of components, and 
includes interventions developed within a research context as well as those developed within a 
practice-based context. The terms ‘public health’ and ‘health promotion’ have both been used 
within this study to describe the interventions of interest. This is informed by a definition of public 
health interventions based on the socio-ecological model of public health (30, 31), and of health-
promotion as interventions that adopt methods to enable people to improve their health or well-
being (32). Following this approach, the focus is on interventions that seek to modify socio-
ecological determinants of health, for example to bring about behaviour change, to address non-
communicable health outcomes. This is a broad categorisation of interventions; in order to 
understand if and how an intervention works, for whom and in what contexts, and for evidence 
about their effectiveness to be used, it is essential that information regarding their contexts and 
components is defined and described clearly and consistently. 
1.3.2.1. Complex interventions 
Public health interventions are frequently described as ‘complex’. Understanding what is meant 
by this term, and what makes an intervention complex, is important if we are to understand their 
effectiveness (33). Several authors have highlighted the importance of differentiating between 
complicated interventions as those that have multiple components, and complex interventions as 
those with multiple emergent outcomes (16, 33, 34). 
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Public health evaluations typically focus on the complexity of the intervention components, 
stakeholders and outcomes (16). A common approach to defining complex interventions has been 
to use the criteria provided in the MRC guidance on developing and evaluating complex 
interventions (35). This identifies several dimensions of complexity: the number and interactions 
between components; the number of behaviours required by those delivering or receiving an 
intervention; variability in the target population or outcomes; and the degree of flexibility in 
intervention implementation. More recently, there has been a growing appreciation of the need 
to consider the complexity and dynamic nature of the wider contextual system in which an 
intervention is implemented and evaluated (16, 36, 37). 
Within this thesis the terms multi-agency, multi-sectoral and multi-component have been used to 
differentiate between complexity arising from an intervention’s delivery context or content and 
modes of delivery. Multi-sectoral refers to the bringing together of different sectors, for example 
partnerships between the health and sports sectors to design, deliver or evaluate an intervention. 
Multi-agency, or inter-agency, is used to describe the bringing together of stakeholders from 
different groups or organisations, and may include those working within the same sector as well 
as those from different sectors, for example health charities, primary care, public health teams, or 
health researchers collaborating to address a common goal. Multi-component refers to 
interventions that have several elements, such as where physical activity interventions apply 
different modes of delivery or intervention functions (38), such as providing education or 
restructuring the environment. 
As understanding and appreciation of the diverse factors that influence health behaviours has 
grown, interest in multi-component, multi-sectoral, and whole systems approaches to address 
public health priorities has expanded (13, 39, 40). Addressing physical inactivity amongst the 
population requires multi-sectoral and multi-dimensional actions for sustainable change to take 
place (1). Alongside this, the growth in appreciation and understanding of the wider health 
benefits of physical activity, such as social, mental and emotional health, highlights a requirement 
to capture evidence relating to multiple outcomes of interventions. The increasing number of calls 
for a systems approach to developing and delivering interventions, have implications for the 
evaluation methods needed (16). 
1.3.2.2. Physical activity interventions 
Interventions are often described by the specific behaviour which they aim to address, such as 
physical activity. Nevertheless, defining interventions by the target behaviour can mask their 
complexity. For example, in studies reporting on physical activity interventions there is often a 
lack of distinction between physical activity as a component of the delivery or as an outcome. The 
Behaviour Change Wheel identifies nine intervention functions; these are broad categories by 
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which an intervention might change behaviour. Their use is intended to facilitate clearer 
descriptions of intervention components to guide intervention development and reporting (38, 
41). The intervention functions (education, persuasion, incentivisation, coercion, training, 
enablement, modelling, environmental restructuring and restrictions) have been applied in places 
within this thesis to provide a systematic and transparent approach to defining and reporting 
types of intervention. For example, they have been used in Chapter 3 to inform the inclusion and 
exclusion criteria to identify evaluation studies for the review, and to facilitate consistent 
reporting of included interventions. 
1.3.2.3. Intervention setting or context 
Defining intervention by setting or context is also difficult. For example, many interventions are 
described as ‘community interventions’, and frame this in relation to their location and/or target 
groups. However, there is a lack of consensus on how community is defined (42). Historically 
community has been considered as relating to location or place, whilst from a sociological 
viewpoint community is concerned with relationships between people. Understandings of 
community have evolved, and the term is increasingly defined by activity, purpose and 
commonalities of interest (42). Public Health England (PHE) (13) and the National Institute for 
Health and Care Excellence (NICE) (43) define ‘community’ as both place-based and where people 
share goals or affinity, and suggest community-centred approaches that promote relationships, 
mobilise local assets, and strengthen community capacities are more than simply community-
based. Within this thesis a broad definition of community interventions has been adopted as 
being inclusive of both community-based and community-centred, for example in the inclusion 
criteria applied in the scoping review presented in Chapter 1. In the chapters that follow the initial 
scoping review, the term ‘community’ has been avoided to reduce the risk of ambiguity, and 
terms that describe the setting or context of delivery more precisely have been used. For 
example, the term ‘setting’ has been used to refer to the physical, geographical, or organisational 
space in which an intervention is implemented, and ‘context’ has been used as a general term 
that includes diverse internal and external factors that may influence an intervention, its 
implementation and/or its evaluation. 
1.3.2.4. Real-world interventions 
The terms ‘real-world’ and ‘practice-based’ have been used interchangeably to describe 
interventions that are part of normal service delivery or delivered in a practice setting, rather than 
within a research setting. The term ‘programme’ has been used to describe real-world 
interventions that represent a group of related ‘projects’; the implication being that programmes 
are coordinated in such a way as to generate benefits beyond those available from individual 
projects (44). Generating evidence about the effectiveness of real-world interventions and 
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programmes is essential to evidence-based public health, and researchers and practitioners play a 
key role in this. ‘Practitioner’ is used to refer to those involved in decisions and actions related to 
intervention development, delivery, and evaluation from a practical standpoint, whilst 
‘researcher’ is used to refer to those primarily engaged in research and evaluation from an 
academic standpoint. 
1.3.3. Evaluation 
The definition of evaluation provided by the World Health Organization (19), given at the start of 
section 1.3. above, highlights the importance of evaluation as a process, but also the importance 
of understanding its purpose and users. A more succinct, and often cited, definition is the one 
provided by Weiss (45) which stated: 
“the overall aim of evaluation is to assist people and organizations to improve their plans, 
policies and practices on behalf of citizens.” (45) (p.469). 
As strategy and programme development has become more evidence-based, and demands for 
accountability and quality assurance have grown, robust evaluation has become increasingly 
important to inform, and justify, decision making (8, 46-48). As the demands for practitioners to 
evaluate and use evidence have increased, the distinctions between research and practice, and 
between research and evaluation, have evolved. Pragmatic evaluation has emerged as an 
approach that seeks to balance the need for pragmatism within service delivery with demands for 
evaluation rigour. Researchers and practitioners are increasingly interested in pragmatic 
evaluation as an approach to facilitate evaluation of real-world interventions, and to close the gap 
between research and practice. 
Complex interventions are difficult to evaluate, and much of the discourse within public health 
evaluation research has focused on barriers to evaluation, and recommendations for good 
practice e.g. the Medical Research Guidance on Developing and Evaluating Complex Interventions 
(35). Examples of barriers include: limited capacity and resources to conduct evaluation within 
applied contexts (11, 48); differing organisational structures and cultures (49-51); differing 
stakeholders’ priorities and objectives for evaluation (52); differing values placed on forms of 
evidence (53); and a lack of awareness of appropriate tools (48, 54). 
As understanding of the challenges to evaluation has developed, so too has the guidance 
available. Contemporary thinking in public health evaluation draws on many fields, including 
education and social sciences, and combines these with the scientific methods traditional within 
the fields of public health (55). Various recommendations, guidance and frameworks have been 
developed to support and improve evaluation practice. These reflect the growing understanding 
of the complexity of intervention design, implementation and evaluation. They include: guidance 
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on methodological approaches, such as theory-based or realist evaluation to identify and evaluate 
causal mechanisms, and link theory, process and outcomes (56, 57); recommendations for 
multiple methods to capture wider, longer-term and emergent outcomes (8, 11, 14, 58); and 
guidance for process evaluation to provide a more detailed understanding of an intervention’s 
implementation, mechanisms of impact, and contextual factors (59). The use of evaluation 
frameworks to facilitate evaluation (46, 60), and research-practice partnerships (51, 61, 62) to 
improve evaluation practices and build capacity for evaluation are two strategies that this thesis 
has explored in more detail, and these are discussed below. 
1.3.3.1. Evaluation frameworks - what guidance is available, how applicable and usable 
are they, and how well are they used? 
A wide range of evaluation frameworks have been developed and published, from generic 
guidelines intended for use in a range of contexts, settings and sectors to checklists for use in 
interventions targeting specific health behaviours, health conditions, or populations. Within this 
thesis the term ‘evaluation framework’ is used to include any structured guidance that facilitates 
a systematic evaluation of the implementation or outcomes of an intervention. The ongoing calls 
for improvement in evaluation and reporting, despite the apparent plethora of frameworks, raises 
questions about their usability and the extent to which they are used. A recent review of 
evaluation frameworks for public health programmes (63) suggested that the wealth and breadth 
of frameworks may limit the ability of practitioners to access and use appropriate guidance. 
Questions remain regarding the applicability of evaluation frameworks to different evaluation 
objectives, intervention types, and contexts. These questions informed research questions one to 
five, and these are addressed in Chapters 2 and 3. It also raises questions as to their usability by 
different users; for example, there are questions about the extent to which frameworks 
developed by researchers are intended for practitioners and real-world interventions. These 
questions informed research questions six to nine, and are addressed in Chapter 4, which 
explored the use of a standardised framework, alongside other requirements for evaluation 
within a real-world physical activity programme. 
1.3.3.2. Partnerships, collaborations and networks – how effective are they in facilitating 
and improving evidence-based practice? 
Partnerships, collaborations and networks are advocated as a strategy to improve evaluation 
practices, knowledge exchange and use of evaluation. Research-practice partnerships, which bring 
practitioners and researchers together, can improve the quality of evaluation, help to build 
capacity for it (8, 11, 48, 50, 51), and also improve the use of evidence to inform programme 
development (61). For example, engagement of practitioners and policy makers in evaluation can 
improve understanding amongst researchers of what evidence is relevant and valued for decision 
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making in a real-world context, whilst engagement of research partners provides access to 
knowledge and expertise to help identify and implement appropriate and innovative evaluation 
methods (50, 64). 
However, our understanding of the effectiveness of strategies in practice remains limited. Gaps 
remain in our understanding of influences on the capacity of practitioners to apply evaluation 
methods and to conduct evaluation (9, 49, 50, 54). Similarly, there are limitations in the evidence 
and gaps in our understanding of influences on partnership working and how partnerships may 
impact evaluation practices (51, 61, 62, 64, 65). The case study presented in Chapter 4 highlights 
the complex interconnections between influences on evaluation practices within multi-agency 
intervention implementation and evaluation, and in particular, it raises questions about how 
partnerships and networks may be developed and implemented to improve practice. These gaps 
in our understanding informed research questions ten to twelve which are addressed in Chapter 
5. 
1.3.4. Dissemination and evaluation use 
Whilst robust evaluation and reporting are essential to build an evidence-base on which decision 
makers can draw, dissemination and evaluation use are critical to complete the evidence-based 
practice cycle. If good practice is not shared, then the translation from one setting to another, and 
wider scale up of effective interventions will remain limited. Dissemination is the process of 
communicating findings in ways that will facilitate their use in practice (66). Knowledge exchange 
is central to this, and these terms have been used interchangeably in the literature (67). 
Translational research and the use of evaluation are aspects of evaluation and implementation 
research that have afforded greater attention in recent years. Translational research explores 
which evidence and knowledge-transfer strategies are used within specific policies and 
programmes; it offers an approach to understanding the relationship between evidence building 
and review on one side of the evidence-based practice cycle, and evidence-based policy and 
practice on the other (68-70). 
Evaluation use refers to the use of evidence generated from evaluation, and the effects of being 
involved in evaluation (55, 71). For example, effective use of evaluation by stakeholders may not 
only generate useful evidence of whether, how and why interventions work, but the evaluative 
process itself may improve understanding and the capacity to conduct and use evaluation. Alkin 
and King (55, 71, 72) and Cousins et al. (73, 74) have discussed the terminologies associated with 
‘evaluation use’ and its evolution at length. The typology developed and used within their models 
has guided the application of the term ‘evaluation use’ within this thesis. For example, ‘process 
use’ is defined as the effects of being involved in evaluation and ‘findings use’ as the use of 
evidence generated. ‘Instrumental use’, defined as direct use of either process or findings, is 
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differentiated from ‘conceptual use’ (changing attitudes or improving knowledge) and ‘symbolic 
use’ (justifying decisions or actions). Evaluation use is an evolving and debatable concept; for the 
purposes of this study it is best conceptualised as a broad definition that encompasses the wider 
influences, and ‘usefulness’ to different users, as well as the types of use defined above. Although 
the term ‘utility’ is discussed in respect of the historical development of the field (55, 72), within 
this thesis the term ‘usefulness’ has been applied. The term ‘utility’ is defined as the state of being 
useful and can be used to describe both actual and potential uses, whereas the term ‘usefulness’ 
is defined as the quality or degree of being useful, and provides an indication of value to the user. 
Understanding the use made of an evaluation, and the usefulness to different users, may shed 
light on the effectiveness of the evaluation strategies adopted. This is explored within Chapter 4 
and Chapter 5. 
1.4. A conceptual framework for the study 
This thesis aimed to improve understanding of evaluation practices, dissemination and evaluation 
use within multi-agency, multi-component public health interventions, using physical activity as 
an example. By exploring current practices, it also sought to apply the insights gained to develop 
recommendations to improve evidence-based public health, and to contribute to the underlying 
aim of closing the research-practice gap. 
Figure 1-2 shows the conceptual framework which was developed to guide the research. 
Following Berman and Smyth’s (75) proposed use of a conceptual framework, and their 
definitions, the framework provides an overview of the relationships between: the ontology, 
defined as the key concepts, language and context; the research questions; methods; and the 
epistemology, defined as the identification of new knowledge, its generalisability, and 
implications. This aligns with the concept of ontology applied in behaviour change research as “a 
system specifying entities, definitions and inter-relationships for a given domain, with the 
potential to advance knowledge” (76) (p.1). How this has been addressed in each of the chapters 
is explained in the latter part of this introductory chapter. 
1.4.1. Methodology 
Methodology refers to a system of methods used in a particular area of study or activity, normally 
associated with a particular paradigm. There is increasing appreciation of, and value placed on, 
multi-methodologies that combine aspects from different paradigms or fields of study. For 
example, within the fields of public health evaluation and implementation research there is an 
increasing interest in the use of multiple methods, qualitative methods, and systems thinking 
which has its origins in social sciences (10, 16). Systems approaches provide a framework to 
understand the relationships between actions, processes and influences within a wider whole-
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system perspective, and a set of tools that are typically inter-disciplinary in nature (77). Guided by 
this general view, this study has drawn on principles within evaluation research to adopt an inter-
disciplinary approach, to apply multiple methods, and to critically analyse multiple data sources. 
In essence, a pragmatic approach has been used to identify and apply methods that will produce 
the evidence needed to answer the research questions. The research design has sought to 
understand the contexts and underlying influences on evaluation and evidence-based practices, 
which are the outcomes of interest. Further, it has sought to ask evaluative questions and apply 
an evaluative logic to understand the complex influences on evaluation practices in an emergent 
research approach, with parallels to principles of developmental evaluation (78). By drawing on 
multiple methods, and recognising the partial nature of the knowledge generated at each stage, 
the thesis presents a set of linked studies to form a narrative in which the focus of inquiry in each 
chapter builds on, and is informed by, the findings of the previous chapter in an iterative 
approach to address the overall aim. 
In each of the chapters qualitative methods have been used to provide an in-depth analysis, and 
to gain insights about a specific set of observations or phenomenon. A rigorous approach has 
been applied throughout to ensure that data collection, analysis and reporting has been 
systematic and transparent. The scoping review, presented in Chapter 2, followed the stages set 
out for a scoping review (79, 80): to identify the research question, apply a systematic search, and 
include consultation with experts. The scoping and systematic reviews used the PRISMA 
statements for the reporting of scoping reviews (81) and systematic reviews (82) respectively. 
Within the case study, logic models have been used in Chapter 4 and network analysis in Chapter 
5. 
The purpose of a case study is to provide an in-depth, multi-faceted understanding of a 
phenomenon in a real-world context (83). Case studies are often criticised for their limitations in 
terms of generalisability. A collective case study approach, as applied here is based on multiple 
projects, seeks to generate a broader understanding of a phenomenon (83). The use of multiple 
data sources sought to increase the internal validity. Framework analysis sought to allow 
consideration of the details of each case, and comparison between cases and data sources. 
Directed content analysis (84) allowed a deductive and inductive approach to be combined to 
facilitate a systematic in-depth and critical analysis. Details of the specific methods used in each of 
the studies are provided in the chapters. 
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Figure 1-2 Conceptual framework for the research 
Scoping review: systematic search 
and data extraction, consultation 
with experts, directed content 
analysis, categorisation and 
mapping of frameworks. 
Ontology Research Questions Methods Knowledge and Implications 
1.What frameworks have been published that can 
be used for evaluation of physical activity and/or 
dietary change interventions? 
2.What is the applicability of evaluation 
frameworks to different evaluation objectives, 
programmes, and contexts? 
10.How do partnerships and networks influence 
evaluation, dissemination and evaluation use?  
11.Who are the essential partners involved in 
evaluation of multi-agency interventions? 
12.What are the implications of understanding 
influences on evaluation and partnership working 
for knowledge exchange and the capacity to do 
and use evaluation? 
3.To what extent have evaluation frameworks 
been used within reported physical activity 
evaluation studies?  
4.Which frameworks have been used within 
reported physical activity evaluation studies? 
5.What is the quality of reporting with regards to 
how they have been used? 
6.To what extent are strategies intended to 
facilitate real-world project evaluation effective?  
7.What are the influences on evaluation practices 
in a real-world context? 
8.How effective are programme level evaluation 
strategies at generating high quality, generalisable 
evidence? 
9.What are the implications of influences on 
practice for the effective commissioning and 
evaluation of public health interventions? 
Building on the findings from the 
case study: thematic analysis and 
network analysis combined to 
describe the network, and explore 
the relationships between 
processes and partnership 




documentary analysis and semi-
structured interviews, in-depth 
critical analysis of multiple sources 
of evidence from 23 projects 
funded through a national physical 
activity programme.  
Systematic review: development 
of a checklist of indicators to 
systematically and critically 
appraise the use and reporting of 
different evaluation frameworks. 
Improved understanding and 
signposting to relevant 
evaluation guidance.  
Identification of limitations in 
guidance and where further 
development is needed. 
Improved understanding of 
limitations in use and reporting 
of frameworks.  
Development of a checklist to 
improve future reporting and to 
review the quality of an 
evaluation report. 
Improved understanding of: 
- influences on evaluation 
practices. 
- actions needed to improve 
evaluation and evidence-based 
practice within real-world public 
health interventions. 
Improved understanding of: 
- influences of partnerships and 
networks on evaluation, 
dissemination, & evaluation use. 
- implications for 
implementation of partnerships 
to capitalise on the potential 
benefits. 
Evidence-based public health 
 Three fundamental processes: evaluation, 
dissemination, use of evidence. 
Physical activity interventions 
• An example of public health interventions 
• Complexity: multi-agency, multi-sectoral, 
multi-component, and multiple outcomes 
• More precise defining of intervention 
components is needed e.g. behaviour types, 
intervention functions, delivery modes, target 
populations, settings and contexts 
• Real-world interventions 
Evaluation 
Challenges e.g. limitations in capacity to conduct 
evaluation in real-world interventions, differing 
priorities for evaluation and value placed on 
evidence.  
Recommendations: 
• Guidance on process and outcome evaluation 
• Evaluation of wider outcomes 
• Evaluation frameworks 
• Contextual influences 
• Multiple-methods 
• Pragmatic evaluation 
• Research-practice partnerships 
Dissemination and evaluation use 
Essential processes to complete the cycle, 
sharing good practice and use of evidence are 
critical for translation between settings and 
scale up of effective intervention components. 
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1.5. Overview of the chapters 
The thesis chapters are presented as a linked narrative. Each chapter builds on the preceding one, 
and a brief introduction is provided at the start of each chapter to highlight the connections 
between them and how each contributes to the overall aim to improve understanding and 
implementation of evaluation, dissemination and evaluation use. 
Chapter Two: Evaluation frameworks, their availability, applicability and 
usability 
Paper: “A scoping review of evaluation frameworks and their applicability to real-world physical 
activity and dietary change programme evaluation.” (85) 
Chapter two reports on a scoping review conducted to identify and appraise evaluation 
frameworks that could be used to support evaluation of physical activity and dietary change 
interventions. This focus was chosen, as real-world behaviour change programmes often aim to 
address both dietary change and physical activity behaviours, particularly where the goal is to 
address populations that are overweight or obese, or have associated co-morbidities. The 
purpose of this review was to develop a better understanding of the frameworks available and 
their applicability, or usability, in evaluating different interventions and meeting evaluation 
objectives. Seventy-one frameworks were identified and included in the appraisal. A typology of 
the frameworks according to evaluation objectives, programme type and framework format was 
developed, and each framework was mapped against a range of evaluation components. These 
can be used to signpost and support those engaged in evaluation to identify which frameworks 
may be most appropriate to their needs. The findings also highlighted where there is overlap and 
gaps in the guidance provided by the frameworks. To understand more fully potential limitations 
in using the frameworks Chapter three explored the use and reporting of evaluation frameworks 
within published evaluation studies. The scoping review identified 73 different frameworks; this 
included just four that were specific to evaluation of physical activity and three specific to dietary 
interventions, with the remaining being intended for use in public health or more generic 
interventions. The breadth and extent of the frameworks, and also the large number of evaluation 
studies identified in the process of conducting the search for the scoping review, informed a 
pragmatic decision to narrow the focus specifically to physical activity interventions in the 
subsequent chapters. 
Chapter Three: A systematic review of the use and reporting of evaluation 
frameworks in physical activity evaluation studies 
Paper: “A systematic review of the use of evaluation frameworks within published evaluations of 
community-centred physical activity programmes.” (86) 
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Chapter three reports a systematic review that aimed to understand if and how the available 
evaluation frameworks were used and reported within published evaluation studies of physical 
activity interventions. Robust reporting of evaluation studies is vital to building an evidence base 
that researchers, policy makers and practitioners can draw on. Where an evaluation framework is 
applied appropriately, its use can facilitate a systematic evaluation and improve the reporting of 
an evaluation study. However, frameworks are often underused or underreported. A checklist of 
indicators was developed to appraise the evaluation studies; this can be used to facilitate the 
reporting of an evaluation study and to review the quality of an evaluation report. 
Chapter Four: Use of evaluation guidance in practice - exploring influences 
on evaluation practice within a national physical activity programme 
Paper: “Exploring influences on evaluation practice: A case study of a national physical activity 
programme.” (87) 
This chapter reports a collective case study conducted to explore evaluation practices and 
influences on practice within a real-world physical activity programme, Sport England’s Get 
Healthy Get Active programme. The programme was developed to build an evidence base for the 
role sport plays in improving health through engaging inactive people in physical activity. 
Evaluation was central to the programme design and funding requirements; each project was 
required to engage an independent evaluation partner, and to use a standard evaluation 
framework and standard data collection methods. The programme also exemplified multi-sectoral 
and multi-component approaches to public health. Using the programme as a case study provided 
an opportunity to explore influences on evaluation practices. The study highlighted the context 
specific nature of influences and the complex interconnections between them. The discussion of 
this chapter reflects on the implications for the commissioning and evaluation of health 
promotion interventions. The findings suggested that the nature of relationships was an 
important influence on the effectiveness of partnership working and the use of the evaluation to 
individuals and organisations. Chapter 5 therefore looked at these two themes in more detail to 
better understand the relationships between partnerships, evaluation practices, and evaluation 
use. 
Chapter Five: Partnerships, collaborations and networks for evaluation: 
their use in facilitating evaluation, dissemination and evaluation use 
Paper: “A model for effective partnerships and evidence-based practices.” In submission 
Chapter 5 is based on the case study of the national physical activity programme reported in 
Chapter 4 and aimed to advance understanding of how partnership working can best be 
implemented to improve evidence-based practice. This chapter used the data gathered from the 
interviews conducted for the case study, and combined thematic analysis with network analysis to 
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describe the network of partners, and to explore their experiences and perceptions of 
partnerships, evaluation, and the use made of the evaluation by themselves, their organisations, 
or partners. Findings were used to develop a conceptual model of the relationships between 
partnerships, processes and partnership characteristics that facilitate evaluation, dissemination, 
and evaluation use. 
Chapter Six: Discussion and conclusions - the use, usability and usefulness of 
strategies to support evaluation and evidence-based public health 
Chapter 6 provides a summary of the findings and discusses how these contribute to addressing 
the overall aim of the thesis. Limitations, strengths and the generalisability of the thesis are 
discussed. A central tenet of the thesis, and each of the chapters, has been to apply the insights 
gained to consider the implications for practitioners, decision makers, and researchers. This is 
explored within this final chapter. Lastly, a personal reflection on the process and experiences of 




Chapter 2. Evaluation frameworks, their availability, applicability 
and usability 
Introduction 
The overall aim of the thesis has been driven by a desire to understand and improve evidence-
based practices, specifically evaluation, dissemination and evaluation use. An appreciation of the 
increasing demands on stakeholders to conduct evaluation, and for the value of evaluation to 
generate evidence that could be used to inform policy and practice and to build capacity to 
conduct and use evidence, stimulated and guided the focus of interest. Having scoped the 
evaluation research literature it was apparent that there was a plethora of guidance and 
recommendations on how best to improve evaluation (63). Yet, much of the evaluation literature 
focused on the barriers (11, 49, 50, 52), the missed opportunities to report robust evaluations 
(48), and calls for better reporting of evaluation studies (11-13, 88). This raised questions 
regarding the availability, usability, and applicability of evaluation frameworks and guidance for 
those wishing to evaluate public health interventions, such as those aiming to improve physical 
activity and dietary behaviours. The need to understand the guidance and frameworks available, 
and their applicability and usability underpins this chapter. 
Background 
Programmes that aim to increase physical activity and improve dietary behaviours in individuals, 
groups and populations play a central role in addressing local, national and global public health 
priorities (1, 2). Recent strategies have advocated approaches that are multi-sectorial, 
community-centred and evidence-based (2, 39, 89, 90). Understanding if, when, and how these 
programmes are effective is important to justify policy, programme and funding decisions, and to 
inform and improve future decisions and practice. In order to achieve this, there is a need for 
appropriate and comprehensive programme evaluation (11, 13). 
Practice-based evidence is generated from formal evaluation of programmes in real-world 
settings and is a fundamental part of evidence-based public health (14, 26, 91). Those involved in 
the design, delivery and commissioning of physical activity and dietary change programmes are 
expected to evaluate programmes and contribute to the evidence base. However, real-world 
behaviour change programmes are complex and difficult to evaluate (15, 68). The challenges of 
programme evaluation may relate to contextual factors that influence the complexity of the 
programme itself, e.g. its setting, target population, intervention function(s), or intended 
outcome(s) (15), or to factors that influence the evaluation priorities and objectives, e.g. differing 
stakeholder evaluation needs and organisational, political or resourcing factors (52). Some of the 
practical challenges in conducting evaluation include the use of appropriate evaluation methods 
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and tools, understanding what counts as evidence and how that is applied, and the roles of 
practitioners and researchers in evaluating real-world programmes (11, 14, 46, 68, 92). 
Evaluation frameworks facilitate a systematic approach to evaluation and can help mitigate 
against some of the above challenges. Frameworks can enable multiple stakeholders to gain a 
shared understanding of the programme and evaluation process, and help to identify and agree 
upon appropriate objectives and methods. In this way, they can facilitate a more comprehensive 
evaluation, and may improve the fit between researcher-led and practitioner-led evaluation 
approaches (46). A range of evaluation frameworks have been published. These include those 
developed specifically for use in programmes targeting specific health behaviours, conditions or 
populations (e.g. physical activity programmes (93-95)), those developed for health promotion 
and public health programmes more broadly (e.g. RE-AIM (47)), and generic frameworks intended 
to be applicable across a range of contexts, settings and sectors (e.g. Realist Evaluation (56)). 
It is noteworthy that there is wide variation in the use of terminology used to describe 
frameworks, in the format of different frameworks, and in the context and ways in which they are 
intended to be used. Differentiating between frameworks, guidance, models or tools can be a 
challenge (96). In this review the term ‘evaluation framework’ is used to include any structured 
guidance which facilitates a systematic evaluation of the implementation or outcomes of a 
programme. A ‘generic’ framework is used to refer to one that is intended for use across a range 
of contexts, settings and sectors, as opposed to one that has been developed for use in a specific 
context or field. Several frameworks have been developed for evaluation of programme 
implementation (process evaluation), whilst others focus on programme effectiveness (outcome 
evaluation) or are intended to facilitate an overall or comprehensive evaluation. In order to 
understand the content and focus of the frameworks and the contexts in which they may be 
applied, we have referred to the individual elements encompassed within evaluation as an 
‘evaluation component’. 
Many frameworks and developments in evaluation come from the research community, yet their 
intended audience and purpose is often unclear. For example, questions remain about the extent 
to which these frameworks are intended for use in practitioner-led or researcher-led evaluation, 
and their applicability to different evaluation objectives, programmes, and contexts. 
Previous reviews of evaluation frameworks have been limited to frameworks which evaluate 
specific aspects of a programme, for example health inequalities (97), or methods used in health 
programme evaluations (98, 99). Within the field of implementation science, reviews have 
focused on frameworks for translation of research to practice (69, 100). The review by Denford et 
al. (63) made a valuable contribution by providing an overview of guidance available to support 
evaluation of public health programmes. However, it was limited to a subset of 48 documents 
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created or sourced by national and international organisations and published since 2000. As a 
result some key evaluation frameworks published before 2000 or within the academic literature 
were not included, such as RE-AIM (47) and Realist Evaluation (56). Denford et al. included various 
guidance documents intended for use in evaluating programmes targeting a broad range of health 
behaviours and health problems (e.g., smoking, asthma), as well as generic ones. Whilst they 
suggested that the wealth and breadth of available evaluation guidance may be a limiting factor in 
the ability of practitioners to access and apply appropriate guidance, the resulting review (63) and 
associated online catalogue (101) may still overwhelm practitioners seeking guidance on how to 
evaluate their specific programme. 
To resolve some of this complexity we sought to develop a typology of frameworks, to help guide 
decision making by those involved in programme evaluation. The purpose was to appraise the 
frameworks that may be applicable for the evaluation of physical activity or dietary change 
programmes. By mapping the frameworks against a range of evaluation components (such as 
elements of process or outcome evaluation), we aimed to develop an overview of guidance 
included in each framework, enabling practitioners, commissioners and evaluators to identify and 
agree which frameworks may best meet their needs. 
Objectives 
1. To identify published frameworks that can be used for evaluation of physical activity and/or 
dietary change programmes. 
2. To identify each framework’s stated scope in order to assess their applicability to different 
evaluation objectives, programmes and contexts. 
3. To identify and map which evaluation components are encompassed within each framework. 
4. To use the findings to develop a typology of frameworks. 
Method 
A scoping review approach was used, as this allowed the extent and nature of the literature on 
evaluation guidance to be identified and an overview of the available frameworks to be 
developed (79, 80, 102). In line with the stages of a scoping review (79, 80), the process involved 
identification of the research question, a systematic search, consultation with experts, and 
mapping of the frameworks against different components of evaluation. We followed the 
PRISMA–ScR statement for the reporting of scoping reviews (81). 
Search strategy 
To identify any frameworks that could be applied to physical activity and/or dietary change 
programmes, we used a broad search strategy to find those intended for use in public health, 
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health promotion and generic programmes as well as those developed specifically for use in 
evaluating physical activity and dietary change programmes. Firstly, a search was conducted in 
Scopus. As a meta-database, including records from MEDLINE and EMBASE as well as other 
sources, Scopus is the world’s largest abstract and citation database of peer-reviewed literature. It 
contains sources across a range of fields including medicine, sciences, humanities and social 
sciences. The following search strategy was used:  (TITLE ((framework OR model OR guid* OR 
tool)) AND TITLE-ABS-KEY (("physical activity" OR exercise OR diet OR obes* OR overweight OR 
“public health” OR “health promotion”)) AND TITLE-ABS-KEY (communit*) AND TITLE-ABS-KEY 
(evaluat*)). No date restriction was applied. The search was undertaken in March 2018. All 
sources identified from the search were downloaded into the Endnote reference 
manager, and any duplicates were removed. 
Secondly, between April and September 2018, we searched for grey literature on the websites of 
key organisations interested in evaluation of physical activity and/or dietary change programmes, 
using ‘evaluation framework’ as a search term. This included the World Health Organization 
(WHO), Public Health England (PHE), Sport England, and the Centers for Disease Control and 
Prevention (CDC). Additional sources were identified from the authors’ existing files. We 
consulted evaluation experts and stakeholders including academics, those involved in public 
health policy development and evaluation, and evaluation consultants within the domains of 
physical activity or dietary change, to augment the search results. These experts were contacted 
and asked to provide feedback on the list of frameworks we had identified by the search strategy 
and to identify any omissions. Reference lists were examined for additional relevant sources. 
Sources were screened by title and abstract, and then by full text (JF). Full text screening was 
independently validated (KM) and disagreements resolved through discussion. Consensus could 
not be reached for six sources, which were checked by a third reviewer (AJ) and agreed through 
further discussion. 
Inclusion and exclusion criteria 
Inclusion and exclusion criteria were defined a priori and applied to all sources (JF). Table 2-1 
provides details of the full inclusion and exclusion criteria. Sources were included from both the 
academic and grey literature that described a framework to support systematic evaluation of a 
physical activity and/or dietary change programme, including generic, public health or health 
promotion frameworks applicable to physical activity or dietary change programmes. Academic 
literature included journal articles and books. Grey literature was defined as all other printed and 
electronic documents published by organisations and agencies. Web-based sources were included 
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if they provided systematic guidance on how to conduct an evaluation but excluded if they were 
an organisation’s general website without guidance. Only sources in English were included. 
Table 2-1 Inclusion and exclusion criteria for the scoping review 
Inclusion criteria Exclusion criteria 
Sources describing a framework or guidance 
to support evaluation of a programme e.g. 
process and/or outcome evaluation. 
Sources describing a specific measurement 
tool. 
Sources describing a framework or guidance 
to facilitate evaluation of physical activity, 
dietary change, public health or health 
promotion programmes. 
Frameworks designed to support evaluation of 
programmes targeting other health 
behaviours (e.g. smoking, alcohol, substance 
abuse) or conditions not specifically linked to 
physical activity or dietary behaviours (e.g. 
HIV, mental health). 
Sources describing a framework or guidance 
to support evaluation of a specific evaluation 
component that aligns with the underlying 
principles of real-world, community-based or 
health promotion programmes, e.g. 
community development, participation, wider 
health and non-health outcomes. 
Sources describing frameworks or guidelines 
intended to support evaluation of technology-
based programmes or cost-effectiveness, as 
these are related to distinct specialised areas 
of evaluation or health promotion approach. 
Empirical and/or methodological studies 
reporting the development and/or validation 
of an evaluation framework, as well as 
conceptual or discussion papers describing a 
framework or guidance on evaluation. 
Theoretical or conceptual models of 
conditions or interventions. Guidance on 
policy or action for management of disease, 
policy or clinical practices. Evaluation studies 
reporting the use of an evaluation framework. 
 
Data extraction and synthesis 
To address the first and second objective, a data extraction template was used to collate 
information about each framework. The name of each framework was identified. Where no 
framework name was provided in the source, a short name was given based on the authors’ 
description in the title or abstract. To assess each framework’s scope and applicability to the 
evaluation of physical activity and/or dietary change programmes, data extraction fields included 
the stated evaluation objective, the types of programme it was intended for, and additional data 
related to general characteristics of each framework, e.g. its intended audience, format and 
development process. 
To address the third objective we developed a set of data extraction fields to enable us to 
appraise whether each framework provided any guidance on a range of evaluation components, 
and what that guidance comprised. We have used the term ‘evaluation component’ to refer to 
individual elements encompassed within evaluation; for example elements of process or outcome 
evaluation. The list of evaluation components included in the data extraction template was 
identified a priori, and developed through a process of consensus building. We initially identified a 
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list of evaluation components that were informed by recommendations for good practice in the 
evaluation literature, for example implementation, reach and unanticipated outcomes (15, 29, 59, 
103). This was further developed through consultation with evaluation experts, who were 
contacted and asked to comment on the appropriateness of the evaluation components we had 
identified and to identify any gaps or additional components based on their personal experience 
and knowledge of programme evaluation. Table 2-2 shows the full list of evaluation components 
grouped into those related to: (1) process evaluation, (2) outcome evaluation and (3) study 
design. Grouping programme context, theory of change and logic models within process 
evaluation components aligns with its inclusion in the UK Medical Research Council (MRC) Process 
Evaluation guidance (59), and recognises the crucial role of logic models in the early stages of 
developing an evaluation plan, in reporting causal assumptions about how a programme works, 
and informing process and outcome questions and methods. Where possible, pre-defined 
categorical responses were developed to facilitate the data extraction, coding and synthesis. 
Where authors had described the scope of a framework variably, and where terms were not 
mutually exclusive, multiple terms were noted in the data extraction table. For example, terms 
such as community or practice based were used interchangeably to describe a study, intervention, 
setting or population. Where frameworks gave more detailed guidance on specific evaluation 
components, we also extracted a summary of what the guidance comprised. For each evaluation 
component we assessed whether the framework simply mentioned or provided more detailed 
guidance on how to evaluate or break down the relevant component. 
Data extraction was completed by JF. To verify the data extraction, a random sample of twenty 
sources was checked independently by AJ and WH. Differences were resolved through discussion 
and used to establish agreed definitions that were then applied to further data extraction. 
Framework format, programme type and evaluation objectives are typically used to describe 
frameworks. We therefore used these aspects to develop our typology for the frameworks. For 
the purposes of categorising the frameworks within the typology we used the dominant term 
presented in the description and content of the source as the basis for identifying each 
framework’s most defining characteristic. The extracted data was also used to map each 
framework against the evaluation components in order to provide an overview of the guidance 
encompassed within the frameworks. A narrative synthesis of the findings is presented. 
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Table 2-2 Evaluation components agreed for data extraction and mapping of frameworks 
Groups of evaluation components Evaluation components for data extraction 
(1) Process Evaluation Describing programme context 




Any other process measures stated 




(3) Study Design Stakeholder involvement  
Participatory evaluation  
Evaluation linked to stages of programme 
Evaluation at different time points 
Study design/method 
Data collection  
Data analysis 




The initial search in Scopus yielded 1604 sources once duplicates were removed. An additional 24 
sources were identified from the grey literature search and consultation process, and a further 60 
sources were identified from reference lists. Many articles were identified as ineligible from their 
title alone, mostly because they related to conceptual models, treatment models, or conditions 
not relevant to physical activity or diet. If there was any uncertainty regarding the potential 
eligibility of a paper, it was included in the next stage of the screening process. After screening of 
titles and abstracts 168 full-text sources were assessed for eligibility (PRISMA diagram, Figure 2-
1). 
At full-text screening 83 sources were included and 85 were excluded. Of those excluded, 37 were 
reported evaluation studies that used one or more framework(s) and three were sources that 
critically appraised framework(s) (104-106). The reference lists of these sources were searched to 




Sources which described programme and evaluation practices in general terms, e.g. (107), and 
those which described a specific measurement tool, e.g. photovoice (108) and memorable 
messages (109) were excluded. Other sources were also excluded if they reported a framework 
linked to a specific intervention and in such a way that it was not generalisable (e.g. Framework 
for Washington State's Healthy Communities Projects (110)). Planning frameworks that were 
solely for guidance on the design and development of an intervention were also excluded (e.g. 
(111-113), but a number were retained where they included guidance related to evaluation (114-
118). 
For frameworks which were described in more than one publication, for example in full and 
summary articles, we included both sources to facilitate data extraction and analysis, e.g. 
PRECEED-PROCEDE (114, 119), the CDC Framework (92, 120), UK MRC Guidance (15, 35, 121, 
Figure 2-1 PRISMA diagram of the screening process for the scoping review 
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122), and Impact Pathway Analysis (123, 124). Data were extracted from 83 sources, describing 71 
evaluation frameworks. 
Identification of the evaluation frameworks available 
A brief description of each framework is provided in Additional File 2.1 and an overview of their 
general characteristics is provided in Additional File 2.2. Table 2-3 lists the frameworks included in 
the review, grouped by decade of publication and source (academic/grey literature). All included 
frameworks were published during the last three decades (1990 onwards). Forty-two were 
described in academic publications and twenty-three in the grey literature. Six frameworks were 
reported in both the grey and academic literature (35, 59, 92, 120-128). 
Table 2-3 also indicates the format of each framework. This ranged from highly structured to 
more flexible guidance. Thirty of the frameworks were presented as a set of steps; typically, these 
steps align with the stages of programme development and implementation. Twenty-four 
frameworks were presented as a set of indicators or questions, ranging from those that included a 
small number of key indicators (47, 129-131) to those that encompassed a longer checklist of 




Table 2-3 Included frameworks grouped by decade of publication and source 











Evaluation of Health Education (133) 
Evaluation of Healthy Community Initiatives (134) 
Health Workers Guide (135) 
Realistic Evaluation (56) 
Utilization-Focused Evaluation (136) 
Framework for Outcome Assessment (137) 
Intervention Mapping (115, 138) 
MMIPP (139) 
PRECEDE-PROCEED (114, 119) 
Stages of Evaluation Model (29, 140)  
Principles for Evaluating Community HP (141) 
RE-AIM (47) 
California Healthy Cities Framework (142) 
Setting Standards (103) 
Community Initiative Evaluation Model (143, 144) 
Evaluation in Health Promotion (145) 
Formative Model of Service Evaluation (146)  
Planning, Implementation and Evaluation Model (147) 
Process Evaluation for Public Health (148) 
Six Step Guide to Process Evaluation (149) 
Concepts in process evaluation (150) 
Evaluating Legacy of community health initiatives (151) 
Getting to Outcomes (152) 
HEBS Framework (46) 
Levels of Coalition Evaluation (153) 
Participative Framework Health Inequalities (129) 
Participation, Partnerships & Equity (154) 
Settings for Health Promotion (117) 
Well Connected (131) 
Cross-site Evaluation Tool (155) 
Empowerment Framework in Nutrition (156) 
Evaluating Complex Community-Based HP (157) 
Generic Evaluation Toolkit (158) 
Systematic Evaluation Multiple Components (60) 
Contextual Factors Framework (118) 
Coordinated Action Checklist (159) 
Multilevel Framework (160) 
OPEN tool  (161)  
Process Evaluation in Group Settings (162)  
Process Evaluation Cluster Randomised Trials (163) 
Supportive Social Environments for Health (164) 










WHO Recommendations (19) Kellogg Foundation Evaluation Handbook (165) 
Logic Model Development Guide (116) 
NICE Guidance: Behaviour Change (166) 
Evaluating Community Projects (167) 
Framework for Community Health (168)  
Evaluating Sport and Physical Activity (169) 
Health Planners Toolkit (170) 
LEAP (171) 
Physical Activity Evaluation Handbook (172) 
Sport England Evaluation Framework (173) 
SEF for Weight Management (95) 
Better Evaluation (174)  
Centre TRT’s Framework (175)  
Community Toolbox (176) 
Evaluation Works: a toolkit (177) 
Public Health England (PHE) Guide (178) 
Magenta Book (179)  
Ontario Evaluation Workbook (180) 
Victoria Govt DoH Framework (181) 
GPAT (132) 
SEF for Dietary Interventions (94)  
SEF for Physical Activity (93) 
Bo
th
 CDC Framework (92, 120) MRC Complex Intervention Guidance (35, 121) 
Participatory Impact Pathway Analysis (PIPA) (123, 124, 
182) 
MRC Process Evaluation Guidance (15, 59, 122) 
MRC Natural Experiments (127, 128) 
GENIE (125, 126) 
Italics = flexible guidance, Normal text = frameworks formatted as steps, Bold = frameworks formatted as a set of indicators 




Sources generally described the framework development as being based on (i) some combination 
of literature review, consultation and testing, (ii) experiences of conducting evaluation(s), or (iii) 
prior frameworks or theory. Many of the more recently published frameworks referred to earlier 
ones as informing their development, such as realist evaluation (56), utilization-focused 
evaluation (136), PRECEDE-PROCEED (114) and intervention mapping (138). Several frameworks 
formatted as a set of steps mentioned the CDC framework (120) and other step-based 
frameworks (148, 150) as informing their development. Several frameworks formatted as a 
checklist referred to RE-AIM (47) as informing the indicators. 
Seventeen frameworks provided guidance or links to sources for additional support or training in 
using the framework. Those that gave more detailed guidance of training and support, including 
links to additional resources, were predominantly published within the grey literature and had an 
online presence (165, 171, 173, 174, 177). 
Scope of the evaluation frameworks and development of a typology 
There was considerable heterogeneity in the terminology used to describe the scope of the 
frameworks. Authors described them variously in terms of purpose, content, or applicability to 
different programme and/or evaluation contexts. Additional File 2.2 shows the range of the 
descriptors used by authors. For example, thirty-one sources mentioned the frameworks were 
intended for use in real-world or practice-based settings, and twenty-two were intended for use 
in community-based programmes, with these terms often used interchangeably. Others were 
described as applicable to specific intervention functions (e.g. health education (125) or policy 
(19, 152, 175)), or specific intervention or study types (e.g. complex interventions (35, 112, 157), 
natural experiments (127) or cluster randomised trials (163)). These terms were not mutually 
exclusive so were not used to categorise the frameworks and develop the typology but are 
indicated within Additional File 2.2. 
Programme type 
Despite this variability in descriptors used by authors, we used the intended programme type as 
the primary categorisation to develop the typology, followed by the evaluation objective and the 
framework format. These characteristics enabled us to group the frameworks by applying the 
dominant description provided by the authors as an indication of a framework’s most defining 







Figure 2-2 Typology of evaluation frameworks intended for use in physical activity, dietary change 
or behaviour change programmes 
 
Twelve frameworks were stated as intended for use in physical activity and/or dietary change 
programme evaluation, and one as for use in behaviour change interventions (166) (Figure 2-2). 
Forty-eight were described as for use in public health or health promotion programmes. Some of 
these clearly stated how their components related to health promotion principles. However, 
several used the terms health promotion and public health interchangeably, and these were 
therefore grouped together (Figure 2-3). A further ten frameworks were described as applicable 
to a range of programme types and we have grouped these as intended for generic programme 













Figure 2-4 Typology of evaluation frameworks intended for use in generic programmes 
 
Evaluation objective 
Frameworks were also described variously in terms of their evaluation focus or objective, and we 
used this to further develop the typology shown in Figures 2-2 to 2-4. Fifty-two were stated as 
providing guidance on overall programme evaluation, nine as specific to process evaluation and 
one as specific to outcome evaluation. Several of the frameworks provided guidance on 
evaluating specific programme elements such as empowerment (156), partnerships and 
participation (131, 143, 153, 154, 159, 164), contextual factors (118), or legacy (151). Four 
frameworks were described as ‘planning frameworks’ but incorporated guidance on evaluation 
(114-117); these are grouped separately within the typology (Figures 2-2 to 2-4). Other 
frameworks that included guidance to facilitate both evaluation and planning, but were not 
specifically described as ‘planning frameworks’, e.g. (118) are not grouped separately. 
Mapping frameworks against evaluation components 
Frameworks were mapped against seven process and four outcome evaluation components (i.e. 
describing programme context, using theory of change, logic models, reach, implementation, 
maintenance, any other process measures, behaviour, health, non-health and unanticipated 
outcomes), as well as against the eight components of study design and reporting (see Table 2-2). 
Tables 2-4 to 2-9 provide an overview of the mapping. Describing programme context, theory of 
change, and logic models are crucial to informing process and outcome evaluation, we therefore 
included these alongside process evaluation components in Table 2-4 to 2-6. The mapping 




appraise their applicability to different evaluation objectives and to physical activity and/or 
dietary change programmes. 
Many frameworks mentioned components without any further details (shaded in light grey in the 
tables), whilst others provided detailed descriptions of how the components may be broken down 
or evaluated (shaded in dark grey in the tables). For ease of navigation, the frameworks in Tables 
2-4 to 2-9 are grouped and listed in the same order as in the typology (Figures 2-2 to 2-4). Most 
frameworks included guidance on a range of both process and outcome evaluation components. 
Eleven frameworks did not provide any guidance on outcome evaluation and were specific to 
process evaluation e.g. (131, 148-150). Frameworks intended to facilitate evaluation of specific 
programme elements focused on a narrower range of components that aligned with their stated 
purpose (118, 130, 151, 153, 154). 
 
Table 2-4 Frameworks intended for use in physical activity, dietary change or behaviour change programmes 
mapped against process and outcome evaluation components 
 Process evaluation 
Outcome 
evaluation 



































































































Evaluating Sport and Physical Activity (169)                       
Physical Activity Evaluation Handbook (172)                      
Sport England Evaluation Framework (173)                       
SEF for Physical Activity (93)                      
GENIE (125, 126)                       
SEF for Dietary Interventions (94)                      
Empowerment Framework in Nutrition (156)                       
Centre TRT's Framework (175)                      
PHE Guide (178)                       
GPAT (132)                       
OPEN Tool (161)                       
SEF for Weight Management (95)                      
NICE Guidance: Behaviour Change (166)                       
 
 
Notes Tables 2-4 to 2-9: Light grey shading indicates the component is mentioned, dark grey 






Table 2-5 Frameworks intended for use in health promotion or public health programmes mapped against 
process and outcome evaluation components 
 Process evaluation 
Outcome 
evaluation 



































































































Cross-site Evaluation Tool (155)                       
Evaluating Complex Community-Based HP (157)                      
Evaluation of Health Education (133)                      
Evaluation of Healthy Community Initiatives (134)                      
Health Workers Guide (135)                       
Kellogg Foundation Evaluation Handbook (165)                      
MRC Complex Intervention Guidance (35, 121)                      
MRC Natural Experiments (127, 128)                       
Setting Standards (103)                       
WHO Recommendations (19)                       
CDC Framework (92,120)                      
Framework for Community Health (168)                       
Evaluation in Health Promotion (145)                      
Evaluation Works (177)                       
Formative Model of Service Evaluation (146)                       
Generic Evaluation Toolkit (158)                       
LEAP (171)                       
MMIPP (139)                       
Ontario Evaluation Workbook (180)                       
Planning and Evaluation Model (147)                      
Stages of Evaluation Model (29, 140)                      
Victoria Govt DoH Framework (181)                      
California Healthy Cities Framework (142)                       
Getting To Outcomes [GTO] 152)                       
HEBS Framework (46)                       
Multilevel Framework (160)                       
Principles for Evaluating Community HP (141)                      
RE-AIM (47)                      
MRC Process Evaluation Guidance (59, 122)                      
Process Evaluation for Public Health (148)                       
Six Step Guide to Process Evaluation (149)                       
Systematic Evaluation Multiple Components (60)                       
Concepts in Process Evaluation (150)                       
Process Evaluation in Groups Settings (162)                       
Process Evaluation Cluster-Randomised Trials (163)                      
Framework for Outcome Assessment (137)                       




Table 2-5 Frameworks intended for use in health promotion or public health programmes mapped against 
process and outcome evaluation components 
 Process evaluation 
Outcome 
evaluation 



































































































Contextual Factors Framework (118)                       
Co-ordinated Action Checklist (159)                       
Evaluating Legacy (151)                       
Participation, Partnerships and Equity (154)                       
Supportive Social Environments (164)                       
Participative Framework Health Inequalities (129)                       
Three Dimensional Health Cube (130)                       
Well Connected (131)                       
Intervention Mapping (115, 138)                       
PRECEDE-PROCEED (114, 119)                       
Settings for Health Promotion (117)                      
 
 
Table 2-6 Frameworks intended for use in generic programmes mapped against process and outcome 
evaluation components 
 Process evaluation 
Outcome 
evaluation 



































































































Realistic Evaluation (56)                       
Utilization-Focused Evaluation (136)                       
Better Evaluation (174)                       
Community Toolbox (176)                       
Evaluating Community Projects (167)                       
Health Planners Toolkit (170)                       
Impact Pathway Analysis (123, 124, 182)                       
Magenta Book (179)                       
Levels of Coalition Evaluation (153)                       




Process evaluation components 
Guidance on the key components of process evaluation were included in most frameworks, e.g. 
describing contextual factors of programmes, identifying and describing causal mechanisms or 
theories of change, reach and implementation. The frameworks providing the most 
comprehensive and detailed guidance on these components include the MRC guidance on process 
evaluation of complex interventions (15), Center of Excellence for Training and Research 
Translation (Center TRT) Framework (175), Victoria Government Department of Health (DoH) 
Evaluation Framework (181), the Physical Activity Evaluation Handbook (172) and the Standard 
Evaluation Frameworks (SEFs) (93-95). Other process evaluation components were included 
within fewer frameworks. For example, guidance on evaluation of sustainability was limited, with 
only thirteen frameworks providing more details of how to evaluate it, e.g. (130, 151). A small 
number of frameworks mentioned other process components such as adaptation, exposure, 
capacities, training, partnerships, satisfaction, and community changes; however, details of how 
to evaluate these components were limited. Over half the frameworks identified logic models as a 
useful tool in programme planning and evaluation. Several of these provide more detailed 
information, examples and/or templates to support the development of logic models (15, 116, 
165, 178). 
Table 2-7 Frameworks intended for use in evaluating physical activity, dietary change or behaviour change 
programmes mapped against study design, evaluation approach and reporting components 
  Evaluation Approach/study design 






























































































Evaluating Sport and Physical Activity (169)                
Physical Activity Evaluation Handbook (172)                
Sport England Evaluation Framework (173)                
SEF for Physical Activity (93)                
GENIE (125, 126)                 
SEF for Dietary Interventions (94)                
Empowerment Framework in Nutrition (156)                 
Centre TRT's Framework (175)                
PHE Guide (178)                
GPAT (132)                 
OPEN Tool (161)                
SEF for Weight Management (95)                





Table 2-8 Frameworks intended for use in evaluating health promotion or public health programmes 
mapped against study design, evaluation approach and reporting components 
  Evaluation Approach/study design 






























































































Cross-site Evaluation Tool (155)                 
Evaluating Complex Community-Based HP (157)                
Evaluation of Health Education (133)                
Evaluation of Healthy Community Initiatives (134)                 
Health Workers Guide (135)                 
Kellogg Foundation Evaluation Handbook (165)                
MRC Complex Intervention Guidance (35, 121)                
MRC Natural Experiments (127, 128)                
Setting Standards (103)                 
WHO Recommendations (19)                
CDC Framework (92,120)                
Framework for Community Health (168)                
Evaluation in Health Promotion (145)                
Evaluation Works (177)                
Formative Model of Service Evaluation (146)                 
Generic Evaluation Toolkit (158)                 
LEAP (171)                 
MMIPP (139)                 
Ontario Evaluation Workbook (180)                
Planning and Evaluation Model (147)                
Stages of Evaluation Model (29, 140)                
Victoria Govt DoH Framework (181)                
California Healthy Cities Framework (142)                
Getting To Outcomes [GTO] (152)                 
HEBS Framework (46)                
Multilevel Framework (160)                
Principles for Evaluating Community HP (141)                 
RE-AIM (47)                 
MRC Process Evaluation Guidance (59, 122)                
Process Evaluation for Public Health (148)                
Six Step Guide to Process Evaluation (149)                
Systematic Evaluation Multiple Components (60)                 
Concepts in Process Evaluation (150)                 
Process Evaluation in Groups Settings (162)                 
Process Evaluation Cluster-Randomised Trials (163)                




Table 2-8 Frameworks intended for use in evaluating health promotion or public health programmes 
mapped against study design, evaluation approach and reporting components 
  Evaluation Approach/study design 






























































































Community Initiative Evaluation Model (143, 144)                
Contextual Factors Framework (118)                
Co-ordinated Action Checklist (159)                 
Evaluating Legacy (151)                 
Participation, Partnerships and Equity (154)                 
Supportive Social Environments (164)                 
Participative Framework Health Inequalities (129)                
Three Dimensional Health Cube (130)                
Well Connected (131)                
Intervention Mapping (115, 138)                 
PRECEDE-PROCEED (114, 119)                 
Settings for Health Promotion (117)                
 
Table 2-9 Frameworks intended for use in evaluating generic programmes mapped against study design, 
evaluation approach and reporting components 
  Evaluation Approach/study design 






























































































Realistic Evaluation (56)                
Utilization-Focused Evaluation (136)                 
Better Evaluation (174)                
Community Toolbox (176)                
Evaluating Community Projects (167)                
Health Planners Toolkit (170)                
Impact Pathway Analysis (123, 124, 182)                 
Magenta Book (179)                
Levels of Coalition Evaluation (153)                 




Outcome evaluation components 
Guidance on outcome evaluation components was more variable than for process evaluation 
components. Frameworks designed for use in physical activity and/or dietary change related 
programmes provided more detailed information on evaluation of behavioural and health 
outcomes than the more generic evaluation frameworks. Evaluation of non-health outcomes was 
typically only mentioned briefly in the frameworks, with only seven providing any level of detail 
(142, 143, 151, 154, 172, 179, 181). Only about one third of the frameworks mentioned 
evaluation of unanticipated outcomes, and none provided further information on how to evaluate 
them. 
Study design components 
Tables 2-7 to 2-9 show the frameworks mapped against components related to study design, 
including evaluation at different time points, stakeholder involvement, participatory approaches, 
data collection and analysis, and reporting of findings. Most frameworks identified the 
importance of stakeholder involvement and/or participatory evaluation approaches. Few 
provided information on how to incorporate this, with a few exceptions that did provide detailed 
guidance on participatory evaluation methods (123, 124, 129, 143, 144). 
Most frameworks mentioned the importance of conducting evaluation that is appropriate to a 
programme’s stage of development, and many were presented as a set of steps aligned to stages 
of programme development and implementation. Most also mentioned evaluation at different 
time points (i.e. baseline and follow-up), mainly in relation to outcome measures only. Several 
frameworks used the terms formative and summative evaluation but gave limited information on 
how they were defining them, or how to do these types of evaluation. Exceptions to this were 
frameworks that gave a more detailed explanation of the role of formative and pilot studies in 
developing an intervention (29, 121). 
Guidance on data collection and data analysis was highly variable. Several frameworks provided 
explanations of appropriate use of experimental designs and quantitative and qualitative methods 
(35, 56, 114, 150). Others provided more detailed guidance on specific data collection methods 
and measures (29, 60, 93-95, 147, 170, 180). Only thirteen frameworks provided information to 
guide data analysis. There was more consistency in the inclusion of guidance on data collection 
and analysis within the frameworks described as specific to physical activity and/or dietary change 
programmes than in the other categories of frameworks. 
Finally, guidance on dissemination and reporting also varied. Many frameworks mentioned the 
importance of this aspect within the cycle of evidence-based practice, but few provided 





Our scoping review identified 71 evaluation frameworks, considerably more than previous 
reviews of evaluation frameworks within the field of public health (63, 69, 100). The broad search 
strategy we applied enabled us to identify frameworks developed within a range of domains that 
we could add to those included in these earlier reviews. The focused set of inclusion and exclusion 
criteria we then applied meant that we only included frameworks specific to or generalisable to 
physical activity and/or dietary change programmes. In addition to the 12 frameworks specifically 
intended for physical activity and/or dietary change programme evaluation, we identified a 
further 59 intended for public health, health promotion, behaviour change or generic 
programmes that were applicable to physical activity and/or dietary change programmes. 
Our review has highlighted the plethora of frameworks available; previous reviews (63) reported 
this as a potential challenge to practitioners and evaluators navigating and making use of the 
available guidance. Our review also highlighted the variability in terms used by authors to 
describe the purpose and scope of the frameworks. Although we identified a growing number of 
frameworks developed by and for practitioners, e.g. (172, 173, 176, 177, 181), in many 
frameworks the intended audience was unclear. Terms used to describe programme types were 
poorly defined and were often used interchangeably. Some phrases such as ‘natural experiment’ 
and ‘real-world’ were used to refer to the evaluation approach and the intervention itself, whilst 
others (e.g. behaviour change and sustainability) were used to refer to both intervention 
processes and outcomes. Several frameworks which stated they were intended to support both 
programme planning and evaluation provided insufficient details about how these facilitated 
evaluation. The lack of clarity in the extent to which frameworks are intended to be used by 
researcher-led or practitioner-led evaluation, and in their applicability to different programmes 
and evaluation objectives, has implications for those using the available guidance. There needs to 
be a greater consensus of how terms are defined within public health evaluation. An agreed 
common language would enable those involved in programme evaluation to understand more 
clearly the applicability of the different frameworks and would help this research area to move 
forward. 
Our typology and mapping resolves some of that complexity in purpose and scope of frameworks 
by signposting to relevant frameworks and by developing an overview of what guidance is 
encompassed within each. Our appraisal of frameworks has highlighted areas of overlap, 
strengths and limitations in the guidance available to support programme evaluation. For 
example, the inclusion of key process evaluation components (e.g. describing programme 
contexts and causal mechanisms, reach, and use of logic models) in most frameworks reflects the 




detailed understanding of whether and how a programme works (11, 12, 29, 59, 103). These 
components represent strengths within the existing guidance, and areas where there is already an 
abundance of guidance. 
The mapping process and appraisal also identified components where more guidance would be 
beneficial. We found limited guidance on participatory approaches, non-health and unanticipated 
outcomes, and wider programme components (e.g. resources, training, delivery, adaptation, 
partnerships, organisational structures), and sustainability. These components represent aspects 
of evaluation that require further development of guidance. Stakeholder involvement or 
participatory evaluation was mentioned in all but nine of the frameworks, reflecting the growing 
recognition of the importance of stakeholder engagement in evaluation decisions and processes 
(103, 157). However, detailed guidance on how to incorporate participatory evaluation methods 
was only provided by seven frameworks (103, 123, 131, 139, 143, 148, 154), and represents 
another area where further development of guidance would be beneficial. Compared to other 
categories within the typology, frameworks specific to physical activity programmes more 
consistently provided guidance on evaluation of health and behavioural outcomes, including the 
use of appropriate data collection and analysis methods. By their nature these components are 
specific and therefore may be difficult to define within more generic frameworks. Frameworks 
developed to facilitate evaluation of specific programme elements, such as sustainability (130, 
151), and those intended to facilitate evaluation of partnerships (153, 154, 164) or community 
(143, 144, 154) also addressed some of the gaps within the more generic frameworks.  
Our mapping and typology signpost to frameworks where guidance on specific components can 
be found. Although availability does not necessarily equate to accessibility or usability of 
information, the mapping of frameworks can be used to help understand some of the strengths 
and limitations within the guidance provided. Further investigation of whether and how 
frameworks have been used may provide insight into how fit for purpose they are, and the 
benefits and challenges of applying them within physical activity or dietary change programme 
evaluation. Furthermore, the typology and mapping can be used by practitioners, commissioners 
and evaluators of physical activity and/or dietary change programmes to identify frameworks 
relevant to their evaluation needs. They can also be used by researchers and those interested in 
developing evaluation guidance to identify evaluation components where it would be most useful 
to focus their efforts, rather than developing more guidance for components where there is 
already an abundance of guidance. Our categorisation could also be used by researchers 
publishing frameworks to more clearly report how these are intended to be used, and for those 




Strengths and limitations  
Our broad search strategy enabled a comprehensive review which identified 71 frameworks 
within the academic and grey literature. By drawing on frameworks developed within different 
domains, we have added to previous reviews (63, 69) to map a wide range of evaluation 
frameworks applicable to physical activity and/or dietary change programmes. 
Our scoping review methods, which included consultation with experts, helped to maximise the 
chances of identifying relevant frameworks, and of applying relevant components which were 
based on consensus to appraise the frameworks. It was not our intention to apply a formal 
consensus building method, however we recognise that the use of a more formalised process 
would be an alternative approach. By consulting both practice and research-based experts we are 
confident that the results will be of interest and value to both practitioners and researchers 
concerned with evaluation of physical activity and/or dietary change programmes. 
There are limitations of the review. The review only included sources published in the English 
language. The heterogeneity and ambiguity in use of terminology was a methodological challenge 
during screening, data extraction and synthesis. Frameworks intended to support specialist 
evaluation aspects such as health economic evaluation and evaluation of programmes using 
digital technologies (e.g., mobile health) are critical to practice and policy decisions, however we 
excluded these frameworks due to their specificity and also due to the large number available. A 
separate review of the available guidance to support these specialist evaluation aspects would be 
beneficial. 
Conclusion 
We have added to previous reviews of evaluation frameworks and identified 71 frameworks 
applicable to physical activity and/or dietary change programme evaluation. There is an 
abundance of frameworks available to support programme evaluation. Our typology and mapping 
signpost to frameworks where guidance on specific components can be found, where there is 
overlap in their scope and content, and where there are gaps in the guidance. Practitioners and 
evaluators can use the typology and mapping to identify, agree upon and apply appropriate 
frameworks. Researchers who develop evaluation guidance can use them to identify evaluation 
components for which there are gaps in available guidance. This should help focus research 
efforts where it is most needed and promote uptake and use of appropriate evaluation 
frameworks in practice to improve the quality of evaluation and reporting. To gain a better 
understanding of the usability and applicability of frameworks to physical activity intervention 





Chapter 3. A systematic review of the use and reporting of 
evaluation frameworks in physical activity evaluation studies 
Introduction 
Chapter 2 highlighted an abundance of available frameworks that could be used to support a 
systematic and robust evaluation of physical activity and dietary change interventions. The broad 
search strategy applied in Chapter 2 enabled an extensive number of frameworks that had been 
developed in a range of domains to be identified; this included just three that were specific to 
evaluation of dietary change and four to physical activity interventions. The remainder were 
intended for use in public health or generic interventions. The search also revealed a plethora of 
evaluation studies. For pragmatic reasons this informed the narrowing of the focus to physical 
activity interventions in the systematic review, and in the rest of the thesis. The search strategy 
for the systematic review reported in Chapter 3 was therefore designed to reflect this. Firstly, 
search terms were applied to identify evaluation studies of physical activity interventions only. 
Secondly, the names of frameworks identified in the scoping review as relevant to physical activity 
(Figure 2-2), health promotion or public health (Figure 2-3), and generic programmes (Figure 2-4), 
but not those specific to dietary change interventions (as shown in Figure 2-2), were applied as 
search terms. 
Chapter 2 highlighted variability in terms used by authors to describe the purpose and scope of 
the frameworks. For example, in many frameworks it was not clear if the framework was intended 
to be used in researcher-led or practitioner-led evaluation. Despite the availability of guidance, 
this does not necessarily translate into uptake and use. Questions remain as to whether criticisms 
regarding limitations in the quality of evaluation studies result from ongoing limitations in uptake 
and use of evaluation frameworks, or if the expansion of the guidance developed has prompted 
greater use of frameworks and an improved quality of evaluation in more recent studies. In effect, 
do the criticisms and calls for better reporting of evaluation studies pre-date the development 
and expansion of available guidance, or is there still limited uptake and use made of evaluation 
guidance? There are also questions relating to how effective the frameworks are in improving the 
quality of evaluation studies, and whether any limitations in use of the frameworks relate to 
limitations in how fit for purpose the guidance is. Chapter 3 addresses these questions and 
presents a systematic review of the use and the quality of reporting of evaluation frameworks 
within evaluation studies of physical activity interventions. 
Background 
Increasing physical activity levels among the population is a public health priority (1, 2, 40). Yet 




interventions that reflect that diversity (40). This has led to various interventions targeting 
physical activity behaviour that are delivered to different populations and across many settings by 
a range of public, private and voluntary providers, many of which are multi-sectoral and multi-
component. The complexity and heterogeneity in interventions poses challenges to 
understanding their effectiveness, and to generalising from one intervention to another (183, 
184). Given the high rates of inactivity (4, 7) and the importance of physical activity for health (3), 
it is vital that we learn from the interventions delivered about what works, for whom, and in what 
contexts (8). 
Over the past 20 years, there has been a growing appreciation of the importance of evaluation to 
inform evidence-based interventions to support population-wide changes in physical activity and 
to justify policy and practice (8, 47, 48). Evaluation can be defined as the “systematic examination 
and assessment of the features of an initiative and its effects, in order to produce information that 
can be used by those who have an interest in its improvement or effectiveness” (19), p3. 
Translation from one setting to another, and wider scale adoption of effective interventions, 
requires both rigorous evaluation and robust reporting of evaluations to build the evidence base 
(48, 70). 
Several frameworks and guidance documents have been developed to facilitate the evaluation 
and reporting of intervention studies in public health. In this review the term ‘evaluation 
framework’ is used to include any structured guidance which facilitates a systematic evaluation of 
the implementation or outcomes of an intervention. A recent scoping review that we conducted 
identified 68 evaluation frameworks that could be used to guide evaluation of physical activity 
interventions (85). This included frameworks intended to support evaluation of physical activity 
interventions specifically (e.g. The Standard Evaluation Framework (SEF) for Physical Activity 
Interventions (93)), as well as frameworks intended to guide development and evaluation of 
various public health interventions, such as RE-AIM (47), and the Medical Research Council (MRC) 
guidance on the development and evaluation of complex interventions (35). We have included 
more general guidance, such as Logic Models (116), where these provide information or a 
structure to facilitate a systematic approach to identifying and reporting intervention objectives, 
activities and outcomes. Several checklists have also been developed to improve the 
completeness of reporting and quality of intervention descriptions; for example the STROBE 
Statement for Reporting Observational studies in Epidemiology (185, 186) and the Template for 
Intervention Description and Replication (TIDieR) (187). Further, the Behaviour Change Wheel (38) 
and the Behaviour Change Technique (BCT) Taxonomy V1 (188) provide a framework to facilitate 
intervention development, that can also be applied to help standardise how the content of 




guidance, there is a lack of evidence about whether frameworks are being used to guide 
evaluation. 
There has been continued calls for better evaluation and reporting within public health (12, 88). In 
particular, the need for more detailed descriptions of intervention components and contextual 
factors to help evaluate how, why and in what contexts interventions may be effective, and to 
allow implementation of good practice (38, 41). Many of the frameworks and guidance have 
sought to address this and provide guidance on process evaluation and contextual factors. 
However, questions remain regarding if and how these frameworks are used within evaluation 
studies. 
Two previous reviews have focused specifically on the use of RE-AIM (189) and the SEF for 
physical activity interventions (88). These reviews concluded that the reporting of framework 
components was inconsistent, and that details related to participants, recruitment and broader 
effects were particularly poorly reported, despite these being components of the frameworks 
used. Both reviews also highlighted a need for greater clarity in the reporting of how frameworks 
have been used. Heterogeneity in the format and guidance provided by frameworks may lead to 
heterogeneity in the way they are applied. This creates difficulties for those interested in further 
development of evaluation guidance, and those interested in understanding and comparing the 
effectiveness of interventions including reviewers of evaluation studies and practitioners or 
researchers wishing to implement or further develop interventions. This limits the contribution 
evaluation studies make to the evidence base. Given the extensive number of evaluation 
frameworks, a better understanding of current practices in the use and reporting of them is 
needed so that future recommendations related to the use of frameworks and evaluation can be 
developed appropriately. 
The aim of this review was therefore to assess the use of evaluation frameworks and the quality 
of reporting of how they were used within evaluations of physical activity interventions. The 
primary objective was to explore whether evaluation frameworks are reported to have been used 
within evaluation studies of physical activity interventions, and which frameworks have been 
used. The second objective was to appraise the quality of reporting with regards to how 
evaluation framework use has been reported. Previous reviews (88, 189) have assessed use of a 
single evaluation framework against the criteria specified in that framework. To our knowledge, 
no previous review has developed a set of generic indicators to facilitate the appraisal of the use 
of multiple evaluation frameworks in reported studies. We therefore developed and applied a set 
of indicators that would enable a critical appraisal of the use and reporting of different evaluation 





Protocol and registration 
Search methods and inclusion criteria were specified in advance and registered on PROSPERO 
(CRD42018089472). We applied the PRISMA statement for reporting items for systematic reviews 
(82). 
Search strategy 
We searched Scopus, CINAHL, and EMBASE for published evaluation studies of physical activity 
interventions. We used free search terms and MeSH terms relating to evaluation, e.g. program* 
evaluation, programme effectiveness, process evaluation and outcome evaluation. We also 
included names of specific evaluation frameworks that we had identified in our scoping review of 
evaluation frameworks (85), to minimize the risk of missing frameworks that do not include the 
term evaluation in their title (e.g. RE-AIM). These terms were then combined with terms relating 
to physical activity behaviours (e.g. physical activity, sport, exercise, sedentary). Table 3-1 
provides the full electronic search strategy for CINAHL. The context of this review was to 
understand current practice and use of frameworks in evaluation studies of physical activity 
programmes. Therefore, the search was limited to studies published between 2015 and the date 
of the search (25th March 2019). Only studies published in the English language were included. 
All studies identified from the searches were downloaded into the Endnote reference manager 
and duplicates were removed. Screening of all studies was completed by the lead author. At each 
stage of the screening process (title, abstract and full paper) a sample of twenty percent of 
studies were checked and validated independently by a second author (JM). Disagreements were 




Table 3-1 Search strategy applied in CINAHL database 
 Search applied in CINAHL 
1 TITLE-ABS-SUBJECT (“program* evaluation”) Published Date: 20150101-20191231 
2 TITLE-ABS-SUBJECT (“service evaluation”) Published Date: 20150101-20191231  
3 TITLE-ABS-SUBJECT (“process evaluation”) Published Date: 20150101-20191231  
4 TITLE-ABS-SUBJECT (“implementation evaluation”) Published Date: 20150101-20191231 
5 TITLE-ABS-SUBJECT (”program* effectiveness”) Published Date: 20150101-20191231 
6 TITLE-ABS-SUBJECT (“outcome evaluation”) Published Date: 20150101-20191231  
7 TITLE-ABS-SUBJECT (“re-aim”) Published Date: 20150101-20191231 
8 TITLE-ABS-SUBJECT (“standard evaluation framework”) Published Date: 20150101-20191231 
9 TITLE-ABS-SUBJECT (“intervention mapping”) Published Date: 20150101-20191231  
10 TITLE-ABS-SUBJECT (“program impact pathway”) Published Date: 20150101-20191231  
11 TITLE-ABS-SUBJECT (“process evaluation of complex interventions”) Published Date: 20150101-
20191231 
12 TITLE-ABS-SUBJECT (“developing and evaluating complex interventions”) Published Date: 
20150101-20191231 
13 TITLE-ABS-SUBJECT (“framework for program evaluation in public health”) Published Date: 
20150101-20191231 
14 TITLE-ABS-SUBJECT (“logic model”) Published Date: 20150101-20191231 
15 1 OR 2 OR 3 OR 4 OR 5 OR 6 OR 7 OR 8 OR 9 OR 10 OR 11 OR 12 OR 13 OR 14 
16 TITLE-ABS-SUBJECT (“physical activity”) Published Date: 20150101-20191231 
17 TITLE (exercise) Published Date: 20150101-20191231 
18 TITLE (MH “exercise”) Published Date: 20150101-20191231 
19 TITLE-ABS-SUBJECT (sedentary) Published Date: 20150101-20191231 
20 TITLE-ABS-SUBJECT (sport*) Published Date: 20150101-20191231 
21 TITLE-ABS-SUBJECT (inactiv*) Published Date: 20150101-20191231 
22 TITLE-ABS-SUBJECT (fitness) Published Date: 20150101-20191231 
23 16 OR 17 OR 18 OR 19 OR 20 OR 21 OR 22 
24 15 AND 23 
 
Study selection 
Inclusion and exclusion criteria were defined a priori and applied to all papers (see Table 3-2 for 
full details). Our interest was in evaluation studies, therefore other articles including conceptual 
papers, reviews, and research protocols were excluded. To assess the use, and any limitations in 
the use, of evaluation frameworks across the full range of physical activity interventions we 
screened the papers to identify studies where increasing physical activity was the stated primary 
goal, irrespective of whether they reported the use of specified frameworks. We included 
evaluation studies of any physical activity intervention delivered in any individual, group or 
population setting (e.g. health care, schools, and geographical areas). We included studies of 
interventions delivered to the general population as well as to participants diagnosed with a 
disease (e.g. heart disease, diabetes) or as having one or more disease risk factors (e.g. inactive, 
obese). We then screened these to identify those studies that had referred to an evaluation 
framework, and to exclude those that had not mentioned one. We screened the reference lists of 
the included studies to identify any companion papers, for example, where process and outcome 




Table 3-2 Inclusion and exclusion criteria for the systematic review 
Included Excluded 
Published evaluation studies including real-
world or service evaluations, randomised 
control trials, observational and natural 
experiments, feasibility and pilot studies, 
outcome and process evaluations, quasi-
experimental, pre-post designs, 
effectiveness and impact studies. All types of 
evaluations using quantitative and/or 
qualitative methods will be included, 
whether they have used specified 
frameworks or not.  
Commentaries or discussion papers, conceptual 
papers, published extracts, books, editorials, 
systematic reviews, clinical case-reports, 
research protocols and reported programme 
designs. 
Reported evaluation studies of programmes 
that have increasing physical activity as the 
primary stated goal of the programme, 
including reduced sitting time or sedentary 
behaviour. 
Reported evaluation studies of programmes 
that have other health behaviours as the 
primary stated goal of the programme, e.g. 
smoking, alcohol, substance abuse, eating 
disorder behaviours. Reported evaluation 
studies that state other behavioural outcomes 
or clinical measures as the primary goal of the 
programme, e.g. programmes aimed at weight 
loss, maintaining a healthy weight, prevention 
or management of diabetes, prevention of 
stroke or heart attack, improvement of aerobic 
or cognitive function, reduction of fall, 
improvement of physical performance/function 
through physical activity or exercise. 
Evaluations of programmes that align with 
approaches to behaviour change, i.e. 
programmes that correspond to any of the 
nine intervention functions on the Behaviour 
Change Wheel (education, persuasion, 
incentivisation, coercion, training, 
enablement, modelling, environmental 
restructuring and restrictions)(38). 
Evaluations of programmes that do not 
correspond to any of the nine intervention 
functions on the Behaviour Change Wheel 
(education, persuasion, incentivisation, 
coercion, training, enablement, modelling, 
environmental restructuring and restrictions). 
 
Studies that referred to one or more 
evaluation frameworks. 




To address the first objective, we extracted the names of any evaluation frameworks that had 
been reported as being used in any of the studies. For reporting purposes, we also noted the 
number of physical activity evaluation studies in which no framework was mentioned. To address 
the second objective, we extracted data from studies that reported the use of one or more 
evaluation frameworks. Criteria for data extraction were identified and agreed by all authors a 
priori. Data extraction was completed using a data extraction table.  
To assess the context and circumstances in which evaluation frameworks had been used, we 




for the reporting of systematic reviews (82) we used PRISMA guidelines to inform the data we 
extracted from the studies. In addition we used STROBE for the reporting of observational studies 
and natural experiments (186), and the TIDieR checklist (187) to guide our data extraction. We 
extracted data related to study population, intervention setting and components, study design, 
and process and outcome measures. To help us to characterise the intervention types we 
extracted data related to the nine intervention functions of the Behaviour Change Wheel, and the 
activities delivered, where these were explicitly reported. Intervention functions are broad 
categories to define the general means by which an intervention might change behaviour (e.g. 
education, enablement, and incentivisation) (38, 190). Their use in intervention development and 
reporting is intended to facilitate clearer descriptions of intervention components (38). This is 
essential for evaluation and implementation (41). We applied the nine intervention functions to 
guide a systematic approach to identify and report study characteristics. 
To assess the quality of reporting of the use of the frameworks, we developed a set of data 
extraction criteria related to how the studies had described a framework and its application. To 
ensure that we identified a set of indicators that could be applied across any evaluation 
framework, rather than a specific framework, we used a similar approach to that described by 
Michie and Prestwich in their coding scheme for assessing the use and reporting of theory in 
intervention studies (191). We developed a set of indicators that would allow a systematic 
examination of how the use of a framework had been reported within each study. Each indicator 
required a yes/no/not sure response and supporting evidence. We adapted their categories and 
indicators which aligned closely to our own objectives. For example, Category 1 “Reference to 
underpinning theory” aligned to our objective to identify any “Reference to an evaluation 
framework”. Within this category we included four indicators that together assessed the extent to 
which the framework had been referred to and described to enable us to appraise whether or not 
the evaluation study was explicitly based on or informed by one or more frameworks. For other 
items, our indicators were more loosely based on those of Michie and Prestwich. Category 2 and 3 
included three indicators to assess the extent to which the methods, data collection and 
outcomes reported were linked to the specified framework’s components. Category 4 included 
two indicators to assess the extent to which additional information on how the framework had 
been used is reported. This last category is important, as there may be good justification for 
reporting on some rather than all of the components in a framework, or adapting how a 
framework is applied within a specific evaluation study, but without that information it is difficult 
to appraise its use and reporting. Any one indicator taken in isolation might seem deficient, so the 
indicators are best considered together within each category and across the full checklist to 




discussed and agreed by all authors. The checklist of categories and indicators is shown in Table 3-
3. 
Table 3-3 Categories and indicators for assessing the quality of reporting of the use of evaluation 
frameworks 
Category Data Extraction Indicators (options for responses) 
1. Reference to 
Framework. 
1. Is the framework mentioned even if the study is not explicitly based on it?  
Yes/No/Not sure 
2. Does the study refer to 1 or more frameworks? 
State number 
3. Is the framework mentioned in the introduction? 
Yes/No/Not sure (Plus evidence) 
4. Is a description of the framework components provided?  
Yes/No/Not sure (Plus evidence) 
2. How the 
framework has 
been used to 
develop the 
evaluation 





5. Is the evaluation stated as explicitly based on the framework 
components?  
Yes/No/Not sure (Plus evidence from the method of how the framework 
components have been applied to inform evaluation methods and data 
sources) 
3. How the 
framework has 
been applied to the 
reporting of 
outcomes. 
6. Are the outcome measures discussed in the result/discussion sections 
linked to the relevant framework components?  
Yes/No/Not sure (Plus evidence) 
7. How many of the framework components are linked to data 
sources/measures?  
All the main framework components / At least one, but not all /None of the 
components are linked to data (Plus evidence) 
4. Reporting use of 
framework fully. 
8. Are any details of adaptations in how the framework has been applied 
provided?  
Yes/No/Not sure (Plus evidence) 
9. Are any details of limitations and strengths in how the framework has 
been applied or suggestions for how it could be optimised provided?  
Yes/No/Not sure (Plus evidence) 
 
Data extraction was completed by JF and validated by JM. For the data related to study 
characteristics, a sample of 20% of studies were checked and validated and any disagreements 
were resolved through discussion. For our checklist of indicators used to appraise the quality of 
reporting of framework use, we first tested the indicators by independently extracting data for a 




in how to apply the indicators to extract data. We then independently validated a sample of 20% 
of studies and calculated the level of agreement as a percentage in order to validate the data 
extraction process. Any further disagreements were resolved through discussion. We used 
narrative synthesis to summarise the use and reporting of frameworks within the included 
studies. 
Results 
The search identified 1524 studies once duplicates had been removed. The PRISMA diagram for 
the screening is shown in Figure 3-1. We identified a total of 292 evaluation studies of physical 
activity interventions. Only 69 (23%) of these mentioned using an evaluation framework. From 
the reference list of these 69 studies we identified an additional eight companion studies, 
however none mentioned using an evaluation framework so were not included. Three 
interventions were reported in more than one of the included studies; therefore the 69 included 
studies represent 64 different physical activity interventions. 
 





Table 3-4 summarises the evaluation frameworks which were reported as being used and the 
number of studies using each framework. A total of 16 different evaluation frameworks were 
identified. These include frameworks that provide guidance on evaluation specifically, such as the 
Process Evaluation Plan (149), and frameworks that provide guidance on intervention planning 
and development but that facilitate evaluation and reporting, such as Precede-Proceed (114), 
Intervention Mapping (115) and Logic Models (116). The frameworks most frequently reported 
were RE-AIM (47), Saunders and Joshi’s process evaluation plan (149) and Steckler and Linnans’ 
process evaluation guidance for public health (148). RE-AIM (47) and the MRC guidance for 
development and evaluation of complex interventions (35) were the frameworks most frequently 
reported as being used as a single framework to inform the evaluation study. Realist evaluation 
(56) was only reported in four studies but was in all cases used as a standalone framework rather 
than in combination with other frameworks. Fourteen studies reported applying more than one 
framework (Table 3-6). The frameworks most frequently reported as being used in combination 
with others were Saunders and Joshi’s (149) and Steckler and Linnan’s (148) process evaluation 
frameworks. Both these frameworks provide a similar step-wise approach to process evaluation. 
The MRC guidance on process evaluation (59) and logic models (116) were also reported in 
several studies, both as a standalone framework and in combination with other frameworks. 
Table 3-4 Evaluation frameworks reported within the 69 studies 
Named Framework Number of studies reporting 
RE-AIM (47) 27 
Developing a process evaluation plan (149) 12 
Process evaluation for public health (148) 10 
MRC Guidance on evaluation of complex interventions (35) 8 
MRC Guidance on process evaluation (59) 8 
Logic Model (116) 7 
Realist Evaluation (56) 4 
Precede-Proceed (114) 3 
Intervention Mapping (115) 2 
Outcome Model (140) 2 
CDC Framework (120) 1 
Evaluation: a Systematic Approach (192) 1 
Model of Implementation (193) 1 
WHO Process Evaluation Workbook (194) 1 
Swiss Model for Outcome Classification (195) 1 
Concepts in process evaluation (150) 1 





Study characteristics are shown in the supplementary material (Additional File 3.1). The 
frameworks have been used in a wide range of contexts and circumstances. Most of the criteria 
used to describe the interventions were clearly specified, and there was good agreement in the 
sample validated independently. The study population was reported in all studies; 37 studies 
(54%) reported interventions targeting children or young adults, 24 (35%) targeted adults, and 
five (7%) targeted older people. The remaining three (4%) studies did not specify an age group but 
implied the intervention was targeted at multiple population groups or the general public. 
Relevant details of demographic and/or health status of target populations were also described 
fully in studies where this was relevant: interventions targeting populations with or at increased 
risk of diabetes, the metabolic syndrome or heart disease; low socio-economic groups; and 
women or men only. Details of the included population were reported variously as sample size, 
participants recruited, or the number of intervention sites. Intervention setting was described in 
all studies; 28 (40%) were implemented in schools (including pre-schools), 13 (20%) in health care 
settings, four (6%) in the workplace, and 24 (35%) in other community settings (e.g. youth groups, 
churches). All studies provided some description of the intervention components (i.e. activities 
delivered), although the level of detail was variable. For example, most studies described specific 
activities delivered (e.g. walking, dance, counselling, staff training, online tools), whilst fewer 
studies provided details of who delivered the intervention, the mode of delivery, the dose, or 
modifications to the delivery of the intervention. Most studies were multi-component and 
described several activities delivered together. Training (n=50, 72%), education (n=47, 68%) and 
enablement (n=42, 61%) were the most frequently reported intervention functions stated in the 
studies. Studies less frequently reported modelling (n=12, 17%), incentivisation (n=9, 13%), 
environmental restructuring (n=9, 13%) and persuasion (n=4, 6%). 
Additional File 3.1 shows the data we extracted related to the study objectives, study design and 
outcomes reported. Study designs included quantitative, qualitative and mixed-methods studies, 
controlled trials, quasi-experimental, case studies and hybrid designs. Thirty-five (51%) studies 
were described as a process evaluation and 15 (22%) as an outcome evaluation. In addition to 
physical activity outcomes, a range of secondary outcomes were reported: 52 (75%) reported on 
various implementation measures e.g. reach, dose, fidelity and maintenance; 14 (20%) reported 
outcomes related to anthropometric measures; and 15 (22%) reported details of participant 
demographics. Only nine (13%) studies reported outcome measures related to quality of life and 




Appraisal of the quality of reporting on the use of evaluation frameworks 
Table 3-5 shows the data extracted on the use and reporting of an evaluation framework for 
studies referring to a single framework, and Table 3-6 shows the data for studies referring to 
more than one framework. The level of agreement for the validation of data extracted for these 
items was 80%. Six studies mentioned a framework but did not state that the evaluation was 
informed by it. These included one study that provided a logic model but made no reference to 
this other than in the figure caption (196), and four studies that mentioned the MRC guidance on 
evaluating complex interventions and one that mentioned the MRC guidance on process 
evaluation of complex interventions but did not explicitly state that the study was informed by 
these guidance documents (197-201) (four of these were companion studies relating to the same 
intervention). In three (4%) further studies the description lacked sufficient clarity to determine 
whether the study was intended to be based on the reported framework or not; for example 
these referred to the formulation of a logic model but did not describe the evaluation and 
outcomes as being based on the logic model (202-204). The remaining 60 (87%) studies all stated 
that the evaluation was informed by one or more specified framework. However, based on the 
extracted data on how studies had reported framework components, how these had been applied 
and how the results linked to the framework components, we identified only 51 (74%) of the 
studies as being explicitly based on the reported framework. 
Forty-four studies (64%) referred to the framework(s) in the introduction, while thirty-six (52%) 
provided a description of the framework components. Fifty-three (77%) reported outcomes linked 
to relevant framework components, the remaining sixteen (23%) studies provided no evidence of 
how the outcomes reported were linked to the framework components. Only 26 (38%) studies 
provided detailed descriptions consistently across all of the indicators; this included 13 that used 
RE-AIM, three that used realist evaluation, two  that used the MRC guidance on process 
evaluation, and two that used Saunders and Joshi’s process evaluation framework. Four studies 
(205-208) that had applied frameworks in combination also consistently reported details of the 
frameworks and their use across all indicators. Twenty-nine studies (42%) described strengths or 












































(210) No Yes Yes Yes 




(211) Yes Yes Yes Yes 
  At least one No No 
NECaSP Curry (212) No No Yes Not sure   Not sure Yes Yes 
PACES Webster 
(213) Yes Yes Yes No  
 Not sure No No 
ToyBox-study 
De Craemer 
(214) Yes Yes Yes Yes 




FLEX Wright (215) No Yes Yes Yes   Not sure Yes No 
Logic Model   Girls Active Harrington 
(196) No No No No  
 Not sure No No 
GOTR 
Ullrich-
French (204) No No Not sure Yes  
 Not sure Yes No 













Action 3.30 Jago (197) No No No No   Not sure No No 
BGDP Jago (198) No No No Yes   At least one No No 






































GoActive Corder (219) Yes No Yes No   Not sure No No 
Movement as 
Medicine Avery (220) Yes Yes Yes Yes 
  At least one No Yes 







BGDP Sebire (201) Yes No Yes Not sure   At least one Not sure Yes 
BGDP Sebire (222) No No No No   None No No 
LPAW Lefler (223) Yes No Yes No   None No No 
PACE-UP Furness (224) Yes Yes Yes Yes   At least one No No 





(226) No No Yes Yes 
  At least one No No 
PRECEDE 
PROCEED (227) 





Group fitness Sofija (229) No Yes Yes Yes   All No No 
PAC 
Matthews 
(230) Yes No Yes Yes  
 At least one No No 
RE-AIM (47) 5-As Galaviz (231) No Yes Yes Yes   All No No 
ACTIVE 
Christian 
(232) No No Yes Yes 
  All No No 
CHAM JAM Reznik (233) No Yes Yes Yes   All No No 
COMMUNICA
TE 
Kamada (183) No No Yes Yes   At least one No No 
Enhance®Fitn
ess Kohn (234) Yes No Yes Yes 








































Yes Yes Yes Yes   At least one Yes Yes 
FAN Wilcox (236) Yes No Yes Not sure   At least one No No 
 
FitEx & ALED Harden (61) Yes Yes Yes Yes   At least one No Yes 
Guided 
Walking 
Baba (237) Yes Yes Yes Yes   All No Yes 
HKOS 
Economos 
(238) Yes Yes Yes Yes 
  All Yes No 
Healthy Start-
Départ Santé 
Ward (239) Yes Yes Yes Yes   All No No 
Healthy 
Together Jung (240) Yes Yes Yes Yes 
  All No No 
IMIL Allar (241) Yes Yes Yes Yes   At least one Yes Yes 
ManUp 
Caperchione 
(242) Yes Yes Yes Yes 
  All No Yes 
PAFES 
Gonzalez-
Viana (243) Yes Yes Yes Yes 






(244) Yes Yes Yes Yes 
  All Yes Yes 





Koorts (246) Yes No Yes Yes   All Yes Yes 



































STEPs & LET 
US Play 
Beets (248) No No Yes Yes   At least one Not sure Yes 
STEPs & LET 
US Play 
Beets (249) No No Yes Yes   At least one Yes Yes 
SAGE Lee (250) Yes Yes Yes Yes   All No Yes 
TAME health Lewis (251) Yes No Yes Yes   All No Yes 
Walking 
Works Adams (252) Yes Yes Yes Yes 
  All No Yes 
Realist 
Evaluation (56)  CBHEPA Herens (253) Yes Yes Yes Yes 
  All Not sure Yes 
Local 
Authority 
Sport & PA 




Willis (255) Yes Yes Yes Yes   All No No 
Project SoL 
Mikkelsen 
(256) No Yes Yes No  






































2 (116, 149) WWPP Fournier (257) Yes No Yes Yes   At least one No No 
2 (114, 149) SPACE 
Driediger 
(258) 
Yes No Yes Yes 
 
 At least one No No 
2 (148, 149) IDEFICS 
Verloigne 
(259) 
Yes No Yes Not sure   Not Sure No Yes 
2 (148, 149) 
PA for 
grandparent 
Young (205) Yes Yes Yes Yes   At least one No No 
2 (148, 149) It’s LiFe! Verwey (260) No Yes Yes Yes   At least one No Yes 
2 (116, 195) 
Classes in 
Motion 
Grillich (202) No No Not sure Yes   At least one No No 
2 (35, 116) ENGAGE-HD Quinn (203) Yes No Not sure Not sure   Not Sure No No 






Yes Yes Yes Yes   All Yes No 
2 (59, 148) WAVES Griffin (261) Yes No Yes Yes   At least one Yes Yes 
2 (148, 194) Walk Well 
Matthews 
(262) 
No Yes Yes Yes   At least one No No 





Yes Yes Yes Yes   All Yes Yes 





Torquati (264) Yes No Yes Yes   All Yes Yes 















The extent to which evaluation frameworks have been used and reported 
This is the first systematic review that has attempted to comprehensively assess the use of 
evaluation frameworks within evaluations of physical activity interventions. We identified 292 
evaluation studies of interventions in which physical activity was the primary goal, published 
between 2015 and the date of our search. Only 69 (23%) of these studies reported using an 
evaluation framework; within these 16 different frameworks were mentioned. Given that we 
previously identified 68 published evaluation frameworks that could be used to facilitate 
evaluation of physical activity interventions (85), our findings highlight that evaluation 
frameworks are under-used and/or under-reported. Their limited use suggests missed 
opportunities to apply frameworks to guide evaluation and reporting in intervention studies. For 
example, despite recommendations in several guidance documents to use logic models to support 
intervention development and evaluation (29, 59, 93), logic models were only referred to in seven 
of the studies, and their application was poorly reported. None of the studies reported using any 
frameworks that have been developed specifically for use in physical activity programme 
evaluation such as the SEF for physical activity interventions (93). This may be explained by its 
more limited guidance on process evaluation, given that 51% of the studies were a process 
evaluation and 75% reported implementation measures. The SEF was developed for use in a UK 
practice context and may therefore be less likely to be used in a research led intervention than a 
real-world programme evaluation. Its absence from any of the studies in this review suggests not 
just a limited use made of it but also highlights the gap between research and practice and the 
challenges of reporting real-world evaluations in the scientific literature. The more frequent use 
and reporting of RE-AIM may be because it provides guidance on both outcome and process 
evaluation components. However, its use may also be influenced by its greater exposure within 
the literature. 
Framework use, choice of framework and the quality of reporting is likely to be influenced by the 
intervention’s context and circumstances in which they are used. Many of the studies (n=35, 51%) 
were process evaluations and it therefore follows that the most frequently reported frameworks 
were process evaluation frameworks. However, we found that a range of frameworks were used 
across different intervention types, contexts and study designs. This suggests that many 
evaluation frameworks are widely applicable and the decision to use and report a framework is 




The quality of reporting with regards to how frameworks were used 
Our checklist of indicators (Table 3-3) enabled us to appraise the quality of use and reporting of 
evaluation frameworks. There was considerable variation in the quality of reporting of framework 
use (Tables 3-5 and 3-6). Whilst some studies did report the framework and how it had been used 
consistently across all indicators in our checklist, others were less consistent in the quality of 
reporting and some only mentioned a framework without specifying the details of its use. In some 
studies, the evaluation was reported as being informed by a framework even where there was 
little evidence of the evaluation being based on it. 
Studies tended to be poorer at describing framework components and adaptations or limitations 
in how these had been used, whilst links between outcome measures and framework 
components were more clearly described. For example, those which applied just one or more 
framework’s components, rather than all the components, provided very little explanation or 
rationale for these adaptations. Publishing constraints can mean that reporting an evaluation 
study fully requires companion papers or supplementary files (35). However, where this was 
done, we found that there was often inconsistency in reporting the use of frameworks across the 
different reported elements e.g. (197-199, 201, 213, 222, 225, 266). More detailed and consistent 
reporting of the framework components and how these have been applied would help those 
trying to understand the intervention effectiveness fully. 
It is inevitable that some frameworks lend themselves to better quality reporting. For example, 
studies using RE-AIM and Realist evaluation provided a more consistent report of their use across 
all indicators. RE-AIM is a structured framework; whilst Realist evaluation is a methodological 
approach, it too provides a guiding framework to facilitate a systematic evaluation and as such 
has been referred to as a framework within this paper. Both RE-AIM and Realist evaluation have a 
clear set of components that are relevant to both process and outcomes; they are therefore 
applicable to a range of evaluation objectives and can be used to identify appropriate data 
sources. Many of the studies using RE-AIM provided a full description of the components, an 
explanation of how these linked to data sources, and used the framework components to 
structure the reporting of findings. In this way the framework facilitated both a systematic 
evaluation and consistent reporting. RE-AIM was the most frequently used framework. There is a 
body of literature on how RE-AIM has been developed and used over time (267), and examples of 
its application. This may have helped to build a better understanding of how its components are 
defined and how they can be linked to data sources. Some of the less structured guidance 
documents, for example the MRC guidance on the development and evaluation of complex 
interventions (35), were used more loosely as a framework, particularly in studies that used more 




evaluation. However, we suggest those studies drawing on several frameworks and general 
guidance documents would benefit from a more detailed reporting of how these have been used 
to assist the reader in understanding which intervention components are reported on, and why. 
Whilst there is variability in the quality of reporting of how frameworks have been used, this 
review does highlight that evaluation frameworks can, when used appropriately, facilitate a 
systematic evaluation, and that studies that use a framework can facilitate systematic reporting of 
the evaluation process and outcomes. 
Despite recommendations on the importance of fully reporting contextual factors and 
intervention components, and guidance within the frameworks to facilitate this (35, 59), our 
review supports previous review findings (88, 189) that the reporting of intervention components 
is variable, with wider effects (e.g. quality of life and costs) and wider contextual factors (e.g. 
dose, intervention modifications) being particularly poorly reported. The Behaviour Change Wheel 
was developed to characterise intervention types and identify behaviour change techniques as 
‘active ingredients’ to improve the reporting and synthesis of evidence of what works in different 
populations and settings (38). Yet we found ambiguity in the way in which studies reported 
intervention functions. It is noteworthy that intervention function was the item where we initially 
had most disagreement in the data extraction validation process and we would argue that clearer 
specification, or mapping of intervention functions against behaviour change techniques, would 
make them more useful in characterising interventions. Poor reporting of intervention 
components and types limits their comparability and transferability. 
If evaluation studies are to contribute to an evidence base on which policymakers, practitioners 
and researchers can draw to inform the development and implementation of interventions, both 
the framework and intervention components need to be more clearly defined and documented. 
Clear, consistent and full reporting of interventions and their evaluation is essential to ensure that 
critical evidence gets shared and used to develop understanding of causal mechanisms, 
contextual factors and good practice (41). This is vital to allow resources and efforts to address 
public health issues, such as increasing physical activity, to be focused on effective and efficient 
intervention components. 
Where frameworks are used, their application to guide the full evaluation process from planning 
to reporting can improve the quality of reporting of their use. A focus on evaluation at the design 
and development stages of interventions and a clear understanding of the purpose of the 
evaluation can help to ensure outcome measures are linked to framework components. However, 
there is a need to improve understanding of how framework and intervention components are 
defined. Training and documentation can play a role, but more consistent and precise reporting 




the reporting of framework use. Those reporting an evaluation study can apply the indicators as a 
checklist to provide a clear and consistent description of how framework components have been 
applied across all stages of the evaluation. Reviewers and journal editors can also play a role in 
using the checklists available to appraise evaluation reports. 
Strengths and limitations 
The strengths of this study are that we developed a comprehensive checklist of indicators to 
appraise the use and reporting of evaluation frameworks, based on a widely accepted coding 
scheme designed to assess the use and reporting of theory (191). Our checklist and its use as a 
guide to data extraction was piloted and developed iteratively, and agreed by all authors. This 
enabled us to review the use and reporting of different frameworks.  
Limitations of our study include the fact that some studies may use frameworks or framework 
components in a way that is implied but not explicitly stated, and we acknowledge that this may 
have led to underrepresentation of the full use made of evaluation frameworks. A more detailed 
assessment of evaluation studies against each specific framework’s components may have 
provided greater insight into the limitations or fidelity of use and reporting of frameworks. This 
was not practical to do within a single review of multiple evaluation frameworks. Extracting 
details of outcome measures (findings) and intervention characteristics for all physical activity 
evaluation studies may have enabled a fuller appraisal of the quality of the studies and a 
comparison between those using and those not using an evaluation framework. This may have 
provided further insights on the impact of using evaluation frameworks on the quality of the 
evaluation study, however this was beyond the scope of this review. 
Conclusion 
Despite the use of evaluation frameworks being advocated to improve the rigour of evaluation 
studies, frameworks are underused and reported inconsistently in many studies. Applying an 
evaluation framework to inform both the evaluation and reporting of physical activity 
intervention studies facilitates a more systematic evaluation study. However, intervention and 
framework components need to be more precisely and consistently defined and documented to 
help improve the quality of reporting. Variability in the quality of reporting limits the 
comparability and transferability of evidence. This means that critical evidence that could be used 
to inform interventions to support the health of the population is not making it into the public 
domain. The indicators we developed enabled us to appraise the use and reporting of a range of 
different evaluation frameworks within evaluations of physical activity interventions. These 




evaluation report, and by reviewers and journal editors to appraise evaluation studies that have 
reported the use of an evaluation framework. 
There is a growing appreciation of the value of evaluation of ‘real-world’ interventions to provide 
practice-relevant evidence. These interventions are recognised as difficult to evaluate, and use of 
evaluation frameworks may be particularly useful in facilitating practice-based evaluation. 
Chapter 4 explored the use of a standard evaluation framework, amongst other evaluation 




Chapter 4. Use of evaluation guidance in practice - exploring 
influences on evaluation practice within a national physical 
activity programme 
Introduction 
Chapter 3 showed that appropriate use of an evaluation framework can improve the quality of an 
evaluation study and facilitate a systematic evaluation report. However, the review also 
highlighted limited use and reporting of frameworks within published evaluation studies of 
physical activity interventions, and variability in the quality of reporting of framework use. This 
suggested that there may have been missed opportunities to apply frameworks to facilitate more 
robust reporting, and that this likely limits the comparability and transferability of evidence. This 
means that critical evidence that could be used to inform evidence-based decisions to support 
and improve the health of the population may not be making it into the public domain. 
Chapter 3 was based on published studies, though. In evidence-based public health, practice-
relevant evidence is critical to increasing the likelihood that evidence will be taken up and used to 
inform policy and practice decisions. Practice-based evaluation, in other words evaluation of real-
world interventions, can address that challenge. However, the complexity of real-world 
interventions makes robust and rigorous evaluation difficult. Whilst the use of evaluation 
frameworks may be particularly important to facilitate systematic evaluation in applied contexts, 
simply providing guidance may not be sufficient.  
Chapters 4 and 5 explored influences on evaluation practice in an applied context by undertaking 
a case study of a national physical activity programme, Sport England’s Get Healthy Get Active 
(GHGA) programme. Sport England funded 33 physical activity projects through the GHGA 
programme. Applying a collective case study approach allowed the use of multiple projects and 
data sources to develop an in-depth, multi-faceted understanding of influences on evaluation and 
evidence-based practices within real world interventions. Chapter 4 reports on  framework 
analysis of documents and data from stakeholder interviews to compare findings within and 
across projects and the programme. The findings in Chapter 4 suggested that partnerships were a 
key influence on evaluation practices and highlighted a need to better understand the 
relationships between partnership characteristics, processes and practices to support evaluation, 
dissemination and evaluation use. Chapter 5 therefore explored these themes in more detail by 






Interventions to increase physical activity are a core part of public health policy and practice (1, 2, 
13, 39), yet the complexity of public health interventions, which are often multi-component and 
multi-sectoral, inevitably leads to complexity in terms of their implementation and evaluation 
(268, 269). Nevertheless, it is essential that we understand if and how these interventions are 
effective and act upon this evidence if we are to meet targets for increasing physical activity at 
the population level, including the World Health Organization Global Action Plan target for a 15% 
reduction in physical inactivity by 2030 (1). 
Evidence-based public health aims to ensure that decisions and interventions are based on sound 
evidence to safeguard and improve the health of the population. Appropriate evaluation is central 
to the generation of this evidence (14, 23, 50, 270). One of the key challenges is to generate 
practice-relevant evidence, where external validity and adoption into routine practice may be 
more likely (61, 270, 271). Evaluation of ‘real-world’ interventions, implemented as part of normal 
service delivery or in practice-based settings rather than in a research environment, provides an 
opportunity to address this challenge. However, this type of evaluation requires careful selection 
of approaches that are appropriate and feasible within real-world contexts (35, 127, 272). 
Much progress has been made within the field of public health evaluation in the last two decades, 
and we have a better understanding of the challenges. Examples include limitations in expertise, 
capacity, and resources within normal service delivery to conduct evaluation, too much focus on 
operational objectives and outputs, and barriers to knowledge translation (11, 48-51). As our 
understanding of the challenges to evaluation has developed, so too has the guidance available. 
This includes guidance on methodological approaches, such as theory-based or realist evaluation 
(56, 57), recommendations for good practice (8, 11, 14, 35, 58, 59), and specific frameworks to 
facilitate systematic evaluation (47, 93, 120). The application of frameworks and logic models are 
now commonly recommended to guide the evaluation and reporting of physical activity 
interventions. However, our own systematic review of evaluation frameworks showed limited use 
and/or reporting of frameworks in evaluation studies of physical activity interventions (86). The 
reasons for this remain unclear. 
Further to the concerns regarding the limited use of frameworks, additional gaps remain in our 
understanding of how to improve evaluation. Previous reviews of health promotion programmes 
have highlighted a need for a greater consideration of programme theory (157), investment and 
planning for evaluation (50), and a need for multi-level strategies that involve multiple 
stakeholders (11, 50, 51). Collaboration with independent experts in evaluation, such as through 
research-practice partnerships, is recommended as an approach to improve the quality of 




inform programme development (61). However, our understanding of the effectiveness of these 
strategies in practice remains limited (9, 51, 54, 61). 
There is a need for research to develop a better understanding of how different factors interact to 
influence evaluation practice (51). Lack of insight into these influences may lead to variability in 
the quality of evaluation and reporting, which limits the generation and use of critical evidence to 
inform interventions and decisions to improve population health. 
In this study, we report the findings of a case study of Sport England’s ‘Get Healthy Get Active’ 
(GHGA) programme (273) to explore evaluation practices, and influences on practice, in an 
applied context. Sport England is the agency in England with primary responsibility for developing 
grassroots sports and increasing physical activity across England (274). The GHGA programme was 
chosen as our case study as it was specifically designed to build an evidence base for the role of 
sport in increasing physical activity, improving health and reducing health inequalities (275); 
evaluation was therefore a key element of the programme. The GHGA programme exemplifies 
multi-sectoral and multi-component approaches within public health (2). We explored the 
relationships between organisational structures and processes, and evaluation practice. Although 
we focus on a national programme to increase physical activity, the aim was to produce research 
findings that were applicable to other health-promotion interventions, particularly those 
operating in multi-sectoral public health contexts. 
Objectives 
1. To identify the logic of the programme and explore the relationships between 
programme and project aims. 
2. To explore influences on evaluation practices, including requirements to use a 
standardised evaluation framework and specific data collection methods. 
3. To appraise whether the programme was effective in generating high quality 
generalisable evidence that enabled it to meet its aims. 
4. To formulate and discuss implications for the effective commissioning and evaluation 
of public health interventions. 
Method 
The GHGA programme  
Through the GHGA programme Sport England funded 33 physical activity projects, 31 projects 
within two funding rounds and two invited projects, which were delivered between 2013 and 
2018 to communities and population groups across England. For clarity, we refer to the GHGA 




developed, implemented and evaluated in partnership with Local Authorities, charities, Clinical 
Commissioning Groups and evaluation partners.  
The programme provided an opportunity to explore evaluation practices, and to appraise whether 
strategies intended to facilitate project evaluation were effective. Sport England put in place 
several funding requirements to support evaluation. All projects were required to engage an 
independent evaluation partner, either an academic organisation or consultant. Projects were 
also required to use validated evaluation tools. This included the use of the Standard Evaluation 
Framework for physical activity interventions (SEF) (93) to guide project evaluation, the Single 
Item Physical Activity Measure (276), a validated tool to screen participants for eligibility for 
physical activity interventions, and the International Physical Activity Questionnaire (IPAQ) (277) 
to measure physical activity at baseline and follow-up. 
Study design 
We applied a collective case study design (83), using documentary analysis and semi-structured 
interviews, to conduct an in-depth analysis of multiple sources of evidence from a range of 
physical activity projects funded by GHGA. The purpose of a collective case study was to provide 
an in-depth, multi-faceted understanding of evaluation practices in a real-world context, using 
multiple data sources to increase the internal validity (83). Ethical approval was received from the 
University of East Anglia Faculty of Medicine and Health Sciences Reseach Ethics Committee (REF: 
201718 – 133) (see Appendix 2). 
Sampling and data collection for the documentary analysis 
Agreement to conduct the research was gained from Sport England (Appendix 3). We conducted 
initial screening of documents provided by Sport England or published on their website, such as 
the “Project Summaries”, to develop an overview of projects and to identify the lead organisation 
for each project. Each of the organisations responsible for the 31 projects in the two funding 
rounds were contacted and asked to share the final project evaluation report along with 
documents related to the funding application and intervention planning if available. Contact was 
initially made by email and then by telephone up to three times. All documents were given a 
unique code to de-identify them prior to importing them into NVivo 12 Pro for analysis. 
Sampling and data collection for the semi-structured interviews 
For the interviews, we applied purposive sampling to select stakeholders who were involved in 
the development, delivery or evaluation of the GHGA programme and projects. This included 
stakeholders with a role in the national programme and the project lead of each organisation who 
had shared an evaluation report. We applied snowball sampling to identify additional 




up to three times via email or telephone and invited to participate in an interview. We continued 
sampling until we were confident that the sample was representative of projects across the two 
funding rounds, and different types of lead organisation, evaluation partnership, and stakeholder 
role. All participants provided written consent prior to participating in the interview (Appendix 4 
and 5 provide a copy of the Participant Information Sheet and Consent Form). 
We used semi-structured interviews to ensure we obtained data in relation to the objectives yet 
allow flexibility that may elicit richer data. An interview guide was developed to facilitate 
practitioner reflection and allow clarification of findings from the documentary analysis. The guide 
was piloted with one practitioner, however using semi-structured interviews allowed us to be 
responsive to emerging findings and refine the questions throughout the data collection period in 
an iterative approach. The guide consisted of 13 open ended questions that explored 
practitioners’ experiences of the evaluation process, influences on evaluation, barriers and 
facilitators, and dissemination activities (provided in Appendix 6). 
The interview guide was sent to participants in advance to provide them with prompts for 
reflection prior to the interview. Interviews were conducted face-to-face, by Skype or telephone. 
One participant communicated their responses via email. Interviews were conducted by the lead 
author (JF) between May and December 2019 and lasted an average of 46 minutes (range 25-86 
min). Interviews were audio recorded and transcribed verbatim. All transcripts were sent to 
participants to check and provide the opportunity to add additional comments or clarification. 
Transcripts were given a unique numerical identifier to de-identify them before being imported 
into NVivo12 Pro. 
Analysis of documents and interview data 
To understand the programme aims and logic (objective one) we analysed Sport England’s 
organisational documentation related to programme design, funding and monitoring, to develop 
a logic model and pathway diagram. These were refined through interviews and consultation with 
key stakeholders at Sport England to ensure that our interpretation and representation of the 
programme was accurate. 
To address objectives two and three we applied Framework Analysis (278, 279). We combined 
deductive (a priori) and inductive (emergent) approaches to conduct thematic analysis of the 
documents and interview data. Initial categories and codes were identified a priori. These 
included codes related to the use and reporting of the SEF criteria, the single-item physical activity 
measure and the IPAQ. The SEF provides a structured framework to support project design, 
evaluation and reporting; the 52 criteria included in the SEF are intended to provide guidance on 




are grouped into seven sections (Table 4-1). We used these criteria as codes to guide data 
extraction and anaylsis, and provide a systematic approach to summarise the projects and their 
evaluation. Other codes identified a priori were informed by our interview guide and research 
objectives, for example influences on evaluation design, barriers and facilitators, and 
dissemination. Through repeated reading and familiarization with the data emergent codes were 
added, for example reference to additional evaluation methods such as logic models and case 
studies. The codes were reviewed and organised into categories and sub-themes (by JF) to 
develop the coding framework and were iterated and agreed with all authors. 
Table 4-1 Summary of criteria included in the Standard Evaluation Framework for Physical Activity 
Interventions (SEF) 
SEF sections Criteria Examples of criteria included 
1 Programme details 16 essential 
 
  7 desirable 
Aims, timescales, location and setting, 
description, recruitment, costs, resources 
Rationale, policy context, health needs 
assessment 
2 Evaluation details   2 essential Evaluation design, methods and timing of 
data collection 
3 Demographics of participants   5 essential  
   
  2 desirable 
Age, sex, ethnicity, disability, socio-economic 
status 
Additional information 
4 Baseline data   1 essential  
  2 desirable  
Measures of physical activity 
Correlates of physical activity, other 
outcomes 
5 Follow up data   1 essential 
  3 desirable 
Physical activity at ≥ 3 time points 
Physical activity > 1 year, correlates of 
physical activity, other outcomes 
6 Process evaluation   6 essential 
   
  2 desirable  
Participant numbers invited, recruited, 
attending, at follow up, satisfaction 
Unexpected outcomes, sustainability plans 
7 Analysis and interpretation   3 essential 
   
  2 desirable 
Summary of results, limitations and 
generalisability, recommendations 
Details of analysis, dissemination 
 
We extracted data from NVivo12 Pro into a final analytical framework matrix to systematically 
synthesise the data by cases and codes. Using the framework we analysed themes by individual 
cases (funded projects), across different data sources (documents and interviews), and across the 
whole data set (representing the programme). To explore how evaluation practices had been 
applied and documented, and to identify influencing factors, we combined data from the 
documentary anaysis with data from the interviews. 
The findings are presented as a narrative synthesis. Firstly, we present the programme’s aim and 
logic, and then describe how these compare to project aims and characteristics  (objective 1). We 
then present key themes identified as influences on evaluation practices (objective 2). To appraise 




the reported outputs and outcomes from the project and programme evaluation, and map these 
against the intended outcomes. Finally, we formulate and discuss implications for effective 
commissioning and evaluation of health promotion interventions (objective 4) within the 
discussion. 
Results 
The Case study sample 
In addition to the programme-level documents provided by Sport England, representatives from 
23 out of 31 (74%) projects shared documents, including the final evaluation reports. These 
documents formed our sample for the documentary analysis. Lead organisations of two projects 
declined to share reports, and the leads of the remaining projects did not respond, of which two 
organisations were known to be no longer in operation. 
Thirty-five stakeholders participated in an interview, including stakeholders with a role in the 
development, management or evaluation of the national programme (n=5), and stakeholders 
with a role in the design, delivery and/or evaluation of one or more local projects (n= 31). Some 
stakeholders had held more than one position with differing roles in the programme and projects. 
The interview sample was representative of 16 different projects; six from the first funding round 
and 10 from the second round. 
Objective 1: To identify the logic of the programme and explore the relationships 
between programme and project aims 
The rationale for the programme and its evaluation is shown in a logic model (Figure 4-1). A 
pathway diagram (Figure 4-2) shows the contextual factors influencing the programme. The 
programme was described as a response to a review commissioned by Sport England that 
highlighted the limited evidence base for the role of sport in tackling inactivity (280), and to 
government strategies that sought to increase participation in sport and physical activity among 
the least active adults (281, 282). Stakeholders involved in the programme’s design highlighted 
the desire to build evidence that could support the commissioning of sport interventions to 
improve physical activity and health. One programme-level stakeholder explained: 
 “The reason why we did it the way we did it, was because of the lack of the evidence base … so 
when somebody else does a systematic review we are hoping that there will be at least 33 
papers that will come up, if not more, to help answer that question in future”. (stakeholder 1) 
Table 4-2 summarises the aims and key characteristics of the projects. Whilst the primary aim of 
all projects aligned to the programme aims, projects also reported various secondary aims and 




range of locations and settings to diverse population groups. Several included multiple 
components and/or delivery pathways. 
The pathway diagram (Figure 4-2) shows changes in organisational structures and strategies, as 
well as organisational learning, which influenced programme processes and practices across the 
two funding rounds. A key factor was the shift to Local Authority Health and Well-being Boards 
and Clinical Commissioning Groups being made accountable for Public Health commissioning in 
England from 2013, which informed an additional funding requirement for projects to address 
local needs and gain approval from Local Health and Well-being Boards in Round Two; a change 





Figure 4-1 Logic Model for the Get Healthy Get Active (GHGA) programme 
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Figure 4-2 Pathway diagram of the Get Healthy Get Active (GHGA) programme 
Notes: Round One was originally referred to as Get Healthy Get into Sport, Normal text shows external documents and influences on the programme e.g. Start Active Stay Active 
(281), Everybody Active Every Day (2), Bold text shows documents published or commissioned by Sport England and steps in the GHGA programme e.g. Sport England Strategy 
2012-17 (282), Improving health through participation in sport (280), Get Healthy Get Active: What we have learnt (275), Tackling Inactivity (275, 283) 
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Target Population Aims and Objectives 




NA Inactive people aged 14 years 
and over 
To encourage inactive adults to increase their physical activity by 
participating in sport, and build the evidence base 






Inactive adults aged 16 years 
and over 
How inactive adults can be recruited into sport and PA; 
How sport can be used to engage inactive adults in PA; Assess the impact 
and cost-effectiveness 
1-02 University University 
Led 
CCG area, sport and 
leisure settings 
Inactive people with 
hypertension, suspected or pre-
hypertension or high-normal 
blood pressure 
Whether sports-based referral for exercise would be effective compared 
to traditional gym-based projects; Whether a self-help web-based tool 
would add any additional benefit 





Inactive people To design and deliver innovative community sports for health projects in 
different local contexts; 
Evaluate the design, outcomes, processes and costs of the project. 




County-wide Sedentary people at excess risk 
of cardiovascular disease and 
Type 2 diabetes 
To describe the demographic details and impact of the project on self-
reported and objectively measured physical activity; 
To gain insights into the experiences of participants and deliverers 







Inactive employees To develop a package of interventions to engage people in PA  in 
workplaces; 
Assess the effectiveness of the project on increasing sport and PA and on 
business outcomes; 
Understand factors associated with using the workplace to engage the 
inactive in sport and PA 




City and County 
districts, 
community settings 
Inactive people living in target 
areas 
To develop and test a community model for engaging inactive individuals 
in sport and PA; 
Assess whether one-to-one mentoring influences experiences and 
adherence to participation in sport and physical activity; 
Explore influences of engagement of family and friends; 
Explore wider benefits; 











Target Population Aims and Objectives 





People Living with Cancer Understand how the pathway has been implemented; 
Assess the extent to which delivery is in line with the ideal model; 
Explore efficacy of the interventions, scalability of the pathway, processes 
for best practice delivery, and impact of the pathway on service users and 
their families 






Referrers of inactive people 
(various health services) 
To help individuals meet recommended levels of physical activity, based 







Inactive adults with long-term 
health conditions: cancer, 
cardiovascular disease, type II 
diabetes, mental health and 
from deprived communities 
To establish the effectiveness of the project at increasing and sustaining 
PA of inactive individuals; 
Establish the effectiveness of tailoring interventions to specific population 
groups; 
Understand the mechanisms by which outcomes were reached and 
identify good practice and difficulties 
1-10 Not-for-profit 
association 
Not Stated City and County-
wide, GP surgeries 
Individuals 18-75 years with a 
BMI between 28-35 resident in 
the catchment of participating 
surgeries 
To provide an overarching assessment of the project and its impact upon 







Inactive people aged 14 and 
over, with a BMI of 28 or more 
To help people get fit and lose weight by taking up sport; 
Evaluate effects of a community sports referral project compared with 
standard community exercise referral 






and care homes 
Residents aged 65 years and 
over in sheltered housing and 
care home sites 
To promote physical activity among residents in group homes with the 





County districts Inactive people over 16 years, 
living in target areas, one or 
more risk factors for 
cardiovascular disease and/or 
mild to moderate mental health 
problems 
To support inactive adults to become more active and to work with 
Primary Health Care as a primary route of referral; 
Assess the measurable change on PA, general health and wellbeing; 











Target Population Aims and Objectives 




Pregnant and post-pregnant 
women 
To increase the activity levels of pregnant and post-pregnant women 







People with drug and alcohol 
related problems 
To encourage active and healthier lifestyles for adults recovering from 








Inactive people with a high risk 
of developing type 2 diabetes, 
aged 47-74 years 
To show the impact of a targeted sport and PA project on helping prevent 
or reduce the onset of type 2 diabetes and risk factors, for high risk 
adults; 
Assess differences across demographic categories; 
Assess if peer support can impact on someone increasing (and 
maintaining) PA; 





County-wide Inactive people with a long-
term condition: Cardiac Phase 
IV, Chronic Heart Failure, 
Stroke, Cancer, Lower Back 
Pain, Chronic Obstructive 
Pulmonary Disease and Falls 
Prevention 
To support individuals with long term conditions to become and stay 
more physically active; 
To understand how effective the project was in providing condition 
specific support via PA pathways for seven long-term conditions, cost 







Older adults To engage inactive older adults in PA at least once a week for 30 minutes; 
Evaluate project effectiveness on older adults’ physical activity, sedentary 





District, leisure and 
community settings 
Inactive, hypertensive, pre-
diabetic, diabetic or 
overweight/obese people 
To engage individuals in sport and PA through collaborative working 
between general practice and community leisure services; 
Understand the population impact; 




















Residents To support and empower residents to lead healthier lives, to be more 
active and lose/maintain a healthy weight 
2-10 University University 
Led 
City-wide Young people (14-25yrs), 
working adults and older adults 
(65+), and those with an 
identified health risk through 
smoking or obesity 
To put in place a city-wide (whole systems) approach to tackling physical 
inactivity;  
Investigate changes in PA awareness and behaviour in response to the 
implementation of a consortium-led, multi-agency, person-centred 









Inactive people in the County To enable inactive people to engage with sporting activities to lower rates 
of physical and mental ill-health and to reduce public expenditure related 
to preventable illness;  
Evaluate how implementation has improved outcomes and experiences 






City-wide Inactive men and women (aged 
26-75) who already had type 2 
diabetes or were pre-diabetic 
or were at high risk of type 2 
diabetes 
To engage target population in a community-based sport and PA 
intervention to increase PA, enhance health and wellbeing and facilitate 




Objective 2: Influences on evaluation practices 
We identified five main themes describing factors that influenced evaluation practices: (1) 
programme and project design; (2) evaluation design; (3) partnerships; (4) resources; and (5) 
organisational structures and systems. Examples of how various factors within these themes can 
act as barriers or facilitators to evaluation are shown in Table 4-3, and explored further below. 
The data highlighted the complex inter-connections between influences, and how many 
influences can act as both facilitators and barriers depending on the project characteristics and 
context. 
1. Programme and project design 
Evaluation was shaped by the programme and project design. The choice and use of evaluation 
and data collection methods within projects was determined by programme and project 
objectives and outcomes of interest. However, these also needed to be adapted to the contexts 
and characteristics of the projects. Within this theme we identified four sub-themes of important 
influences on evaluation: timescales, participant demographics, settings, and implementation. 
Timescales were seen as a barrier to data collection and to formative work. For example, short 
lead-in times impacted participant recruitment, ability to pilot evaluation methods, and to 
develop and embed data collection systems. Stakeholders noted that it took time to build 
relationships with delivery partners and to recruit participants. Timescales related to funding, 
project conclusion and outcome review were also felt to be a barrier to project sustainability. For 
example, stakeholders commented: 
 “the main thing was that lead in time, and I think the second thing is that it takes time to set up 
the project especially in these hard to reach communities and I think you can't underestimate 
how much time it takes to build those relationships with the participants, community groups, 
with the referrers…so it is how we can move away from that two to three years funding cycle, 
with the reality that it probably takes a year to two years to build relationships in the 
community and then you are taking that intervention away.” (stakeholder 15) 
 “I think there was sometimes a lack of time to actually pilot test some of the data collection 
instruments and processes because the projects are under pressure to start delivering as quickly 
as possible. And if we had had that time we might have maybe done things differently or refined 
things before we actually started to ensure it all went smoothly.” (stakeholder 21) 
Participant demographics also influenced the outcomes of interest and how data were collected. 
Stakeholders described the importance of adapting data collection methods, project design and 




Project locations, settings and contexts, including resource availability and accessibility for 
participants, further impacted recruitment, implementation and response rates. The need for 
flexibility and adaptability was a recurring theme. This was linked to changes to projects during 
implementation, such as: staffing and promotional material; adding or tailoring activities and 
engagement opportunities; and refining eligibility criteria or referal processes. Flexibility in both 
project and evaluation implementation were described as essential to facilitate data collection, 




Table 4-3 Summary of influences on evaluation practice 
Influence Examples of how these can act as barriers or facilitators 
Programme and project design 
Timescales 
 
Lead in time, delivery and funding cycles influence opportunities for relationship building, recruitment, piloting methods and formative evaluation. 
Scheduling and duration of delivery sessions influence resource availability and capacity for data collection. 
Participant demographics 
 
Participant demographics influence recruitment and data collection, capacity for self reporting, response rates, outcomes of interest, requirements for 
different outcome measures and need for adaptations to data collection methods (impacts standardisation and generalisability). 
Settings 
 
Location, facilities and resource availability influence recruitment, response rates and data collection. 





Facilitates consistency of reporting and comparability, however use in diverse project contexts and participant groups limits generalisability. 
Increases research-practice tensions, data collection burden and impacts response rates. 
Choice of tools, appropriateness to participants, and ease or difficulty of implementation influence data collection and outcomes. 
Standard Evaluation 
Frameworks 
Evaluation frameworks and guidance facilitate more consistent evaluation and reporting of required evaluation criteria and outcomes of interest. 
Variability in how criteria are applied and reported can act as a barrier to generalisability and quality of data. 
Limitations in guidance included in frameworks used can lead to variability in the quality of evaluation and reporting of specific evaluation components. 
Use of non-required 
evaluation methods 
Use of non-required evaluation components is dependent on knowledge, experience and priorities of project stakeholders, e.g. the value placed on 
qualitative methods influenced the inclusion of qualitative methods. 
Limitations in the specified requirements to address objectives drives inclusion of additional methods. 
Limitations in guidance, understanding of methods and capacity to conduct qualitative research influences the quality of analysis and reporting. 
Pilot and formative evaluation facilitates development, testing and embedding of evaluation approaches and data collection systems, intermediate 
evaluation facilitates learning, adaptation and improvement. These are dependent on timescales, regular reporting and feedback processes. 
Adaptability and flexibility facilitates ability to be responsive to needs, to improve participant and stakeholder engagement with evaluation processes, and 
to improve response rates and quality of data collection. 
Resources 
Staffing Staff expertise, experience, capacity, buy-in for evaluation, and how roles and responsibilities are defined influence evaluation processes, project 
sustainability, knowledge management and dissemination. 




Table 4-3 Summary of influences on evaluation practice 
Influence Examples of how these can act as barriers or facilitators 
Differing levels of funding and the proportion allocated to evaluation, position of decisions for this at local or national level, and timescales of funding 
cycles influence evaluation practices. 
Time Time impacts the choice of evaluation methods, and the capacity for data collection and evaluation processes. 




Definning roles and responsibilities of delivery, funding and evaluation partners for evaluation processes is a key factor. 




Differing partner priorities and expectations can lead to research-practice tensions. 
Approaches to balance research objectives, policy priorities and practicalities of what will work in real-world and in budget are required.  
Strategies to manage expectations are needed. 
Expertise, experience, 
capacity 
Prior experience, knowledge and training of stakeholders influence evaluation design, choice of methods, innovation and implementation. 
Research-practice partnerships can improve evaluation through access to expertise, skills and experience, and access to additional resource for 
implementing evaluation and data collection. 
Relationships and 
Communication 
Close relationships between partners are key. 
Local partnerships increase opportunities to observe and understand local project needs and facilitate relationship building. 
Available, approachable and adaptable partners enable open and trusting relationships, regular comminication, opportunities for stakeholders to 
challenge, learn from each other, find solutions and make decisions collaboratively. 
Appropriate language facilitates relationship building (jargon busting). 
History of partnership, 
embeddedness 
Continuity of relationships facilitates understanding of local project evaluation priorities, helps to embed processes, which can help mitigate effects of 
limited lead-in times, piloting and insight phases. 
Arms-length or transactional relationships act as barriers. 
Organisational structures, systems and processes 
Funding systems and 
requirements  
Clearly defined, agreed and communicated funding requirements act as facilitators to evaluation and use of evidence. 
Funding cycles and time scales for reporting and review can limit learning from evaluation, dissemination and project sustainability. 
Understanding future commissioning needs facilitates evaluation planning and implementation to ensure practice-relevant evidence is collected. 





Table 4-3 Summary of influences on evaluation practice 
Influence Examples of how these can act as barriers or facilitators 
Key staff that have capacity and/or responsibility for co-ordinating processes, relationships and practices can be essential for the success of a project and 
its evaluation. These may be embedded in the staff structure as an evaluation officer, or an external partner that champions evaluation. 
Highly mobile workforce and employment contracts linked to short funding cycles act as a barrier to continuity of partnerships, relationships, and 
organisational learning, but as a facilitator to inter-organisational learning. 
Systems for oversight, 
monitoring and 
communication 
Information and support from funders, essential to guide project planning, but also to make use of feedback from intermediate monitoring and 
evaluation. 
Service level agreements help to define and agree roles, responsibilites, objectives and outputs, but can limit adaptability and flexibility. 
Steering groups (project boards or operational groups) enable sharing of good practice, open dialogue and support. 
Regular meetings that include evaluation feedback facilitates evaluation process. Challenges remain to ensure decisions are transferred between strategic 
and operational stakeholders, and that actions agreed are followed up. 
rocesses for capacity 
building and knowledge 
exchange 
Training to build capacity, knowledge and gain buy-in is essential, especially where data collection is dependent on delivery staff. 
Workshops and networking opportunities facilitate knowledge exchange across projects, partners and wider audiences. 
Data management 
systems 
Effective data management systems facilitate data collection and management, participant engagement and project implementation. 
Developing, agreeing and embedding systems that meet the needs of practitioners and researchers is essential, but has implications for resources such as 
time, staffing and budgets.  
System development and use needs to consider implications for data security policies and practices, reliability, flexibility, integration with existing service 
delivery systems and needs, standardisation to allow reporting and comparison between partners, projects and programme. 
Wider external influences Embedding project and evaluation into existing service delivery offers opportunities for efficiencies, e.g. shared resources, staffing economies and use of 
existing infrastructure such as data management systems. Embedding in existing service delivery can also facilitate project sustainability. 
Evolving policies, strategies, commissioning priorities and knoweldge development interact to influence priorities for funding, project and evaluation 
objectives, reporting and dissemination, and use made of evidence. 
Multi-sectoral, multi-component projects or localised delivery and evaluation can lead to fragmentation of projects across organisations and locations, 
which can act as a barrier to standardised approaches to evaluaton, knowledge exchange and use of evidence. 
Organisational culture and 
embeddedness of 
evaluation 
Organisational culture and a history of evaluation and partnership working within organisations can increase opportunities for integrating evaluation and 




2. Evaluation design 
Evaluation design was shaped primarily by the requirements to use standardised data collection 
tools and a standard evaluation framework. In addition to these required elements, projects 
reported on a wide range of study designs, evaluation methods, and data collection tools, as 
shown in Table 4-4. As one stakeholder explained: 
 “There was a big influence there in terms of consistency across the projects across the country 
… Sport England were a big influence in terms of the IPAQ and the things that they were asking 
for, but we also had the additional secondary questions that we added into the evaluation that 
were very much around what do we need locally to evidence that this works ... I know that a lot 
of the academic studies included a process evaluation, but that wasn't a direct output that 
Sport England were expecting, or they didn't dictate that.” (stakeholder 6) 
To illustrate how the application and reporting of required and optional evaluation methods 
influenced the evaluation in practice these elements are discussed below. 
2.1 Use of standardised tools  
Sport England recommended using the Single Item Measure (276) to identify inactive participants 
for eligibility. Sixteen projects reported using this tool. Two projects did not refer to any screening 
tool, whilst four mentioned using alternative screening tools (Table 4-4). There was variability in 
how eligibility criteria were applied, and in the use made of the Single Item Measure; for example 
four projects used it to assess changes in physical activity over time. Stakeholders reflected on 
differences in how eligibity criteria and screening tools were applied as a challenge to recruitment 
and comparability across projects. 
Projects were also required to use the IPAQ to collect baseline and follow-up measures. Twenty-
two projects reported using IPAQ-short form or IPAQ-E (developed for older people), whilst one 
project had agreement to use an alternative tool, the Scottish Physical Activity Questionnaire 
(SPAQ). Sport England also recommended using a single question to assess sport participation; 
which ten projects referred to. 
The use of standardised tools in real-world settings and with specific demographic groups was 
identified as a key challenge. In particular, stakeholders emphasised the negative effect of data 
collection burden on recruitment and response rates, and in turn on generalisability. For example, 
stakeholders described the following challenges in using the IPAQ: 
“One of the biggest challenges is taking validated questions and looking at the practicality of 




“They were a fairly lengthy questionnaire for the type of people we were working with and it led 
to a real reduction in numbers. The evaluation led to the reduction in numbers. The reduction in 
numbers was because of the way the evaluation was working but to make the evaluation 
effective we needed more people. So it was a bit of a vicious circle.” (stakeholder 19) 
2.2 Use and reporting of the Standard Evaluation Framework  
The purpose of including the use of the essential SEF criteria as a funding requirement was to 
facilitate standardised evaluation and reporting. According to one programme-level stakeholder 
its strength was in the guidance on reporting contextual factors that would allow Sport England to 
“understand what works, for who and how; or what doesn’t.” (stakeholder 1)  
Eleven (48%) of the evaluation reports, specifically stated that the evaluation was guided by the 
SEF. Eleven reports did not refer to any evaluation framework, and one referred to the RE-AIM 
framework (47) as guiding the evaluation. 
Reporting of the SEF criteria was variable. Tables 4-5 and 4-6 summarise which projects reported 
on the criteria related to programme details and participant demographics.  All projects gave a 
detailed description of their aims and objectives, recruitment methods, location and setting, and 
reported on age and gender. Those that targeted specific population groups described these in 
detail. Quality assurance mechanisms, potential unintended consequences, and costs were 
reported on by fewer projects. The rationale for the intervention, relevant policy context and 
health needs assessment were not always differentiated. The SEF recommends the use of a logic 
model, yet just five reports (22%) provided this. 
All projects reported on the timing of data collection at baseline and follow-up. Whilst there was 
some variation in how impact data were reported, all projects reported on change in self-reported 
physical activity across time points. Seven (30%) projects reported a comparison of outcomes 
between intervention and control groups or across demographic, disease-risk, referral or service 
pathway sub-samples. Details of statistical tests used to analyse physical activity measures and 
the rationale for their use were reported fully, whilst sixteen (70%) projects reported on 
limitations and generalisability and  ten (44%) reported on how findings were disseminated. 
The SEF provides more limited guidance on process evaluation (Table 4-1). Participant numbers 
were reported variably based on attendance at at least one session, completion of a 10 or 12 
week course, or registration at one-off events or online. One project provided a flow diagram of 
participant numbers with reasons for drop out. Fourteen (61%) projects combined exit survey and 
interview data to report on participant satisfaction. Nineteen (83%) projects reported on plans for 




to sustainable delivery models. Five (22%) projects described how the delivery model had been 




Table 4-4 Study design and data collection methods included in project evaluation 


















































IPAQ short x x x  x x  x x x x  x x x x   x x x x x 78 
IPAQ-E            x     x x      13 
SPAQ       x                 4 
Stanford 7 day recall    x                    4 
Sport participation question x  x  x x x  x x       x  x   x  43 
Objective measure (accelerometer)    x      x  x         x   17 
 Borg scale                       x 4 
Screening  Single Item Measure x  x x x x  x  x  x x x x  x  x  x x x 70 
 PARQ       x    x     x    x    17 
 General Practice Physical Activity Questionnaire  x                      4 
Self-report 
Surveys 
Cancer Physical Activity SEF       x                 4 
Health Related Quality of Life (e.g.EQ-5D-5L) x  x    x x    x x    x       30 
Kemp Quality of Life Scale                  x      4 
Warwick Edinburgh Mental Wellbeing Scale     x       x x   x   x     22 
Functional Assessment of Chronic Illness Therapy        x                 4 
General Self-Efficacy (GSE) scale       x               x  9 
Wellbeing (e.g. Adolescent Wellbeing Scale)   x  x    x  x             17 
WHO-5 Well-being Index                      x  4 
RAND SF32  x         x             9 
Loneliness Questionnaire           x x            9 
Motivation Questionnaire            x             4 
Fear of Falling Visual Analogue Scale            x            4 
Life satisfaction scale x   x                    9 
Cantril Self-Anchoring Striving Scale               x         4 
Mediators of sport or physical activity   x   x            x   x x   22 
Other self-reporting health status or behaviours    x x x        x    x  x x   30 
Feedback/satisfaction survey x x      x            x    17 
Other Attendance x  x   x          x   x  x   26 
 Costs, resource use, programme records x  x    x x    x x    x  x   x  39 
 Objective measures (e.g. anthropometric, health)  x          x    x   x x    22 
 Interviews, Focus groups x x x  x x x  x x  x x x x x x x x  x x x 83 




















































SEF mentioned X    X X X X X   X     X X X   X  48 
1. Intervention title X X X X X X X X X X X X X X X X X X X X X X X 100 
2. Aims & objectives X X X X X X X X X X X X X X X X X X X X X X X 100 
3. Rationale for the intervention X X X   X X X X X X X   X X X X X X X X X 83 
4. Contact details X X X  X X X  X  X X X      X  X X  57 
5. Commissioners/sources of funding X X X  X X X X X X X X X X X X X X X X X X X 96 
6. Intervention timescale X X X  X X X X X X X X X X   X X X X X X X 87 
7. &/or 8. Delivery or funding dates X  X  X X X X X X  X X X X X X X X  X X X 83 
9. Location & setting X X X X X X X X X X X X X X X X X X X X X X X 100 
10a. Target population X X X X X X X X X X X X X X X X X X X  X  X 91 
10b. Content X X X  X X X X X X X X X X X X  X  X X X X 87 
10c. Delivery method X X X  X X X X X X X X X X X X X  X X X X X 91 
10d. Deliverer X X X X X X X X X X X X X X X  X X  X X X X 91 
10e. Quality assurance mechanisms       X X X X   X   X     X   30 
10f. Potential unintended consequences  X      X               9 
11. Method of recruitment & referral X X X X X X X X X X X X X X X X X X X X X X X 100 
12. Admission/inclusion criteria X X X  X X  X X X   X X  X   X   X X 61 
13. Consent /ethical approval X X X  X X X  X X  X   X X X X X  X X X 74 
14. Equipment & resources  X  X  X X X  X X  X X    X  X     48 
15. Core staff competencies/training X  X  X X X X X X  X X X X X X  X  X  X 74 
16. Incentives for attendance X  X X X X X X X X X  X     X   X   57 
17. Detailed breakdown of costs X  X    X X    X X    X  X   X  39 
18. Costs per participant X      X X  X  X X      X  X X  39 
19. Cost to the participant X X   X X X  X X X  X  X  X X      52 
20. Relevant policy context X  X    X X X X X X X  X X X X X X X  X 74 
21. Health needs assessment   X X  X  X     X   X X  X X  X X 48 
22. Equality impact assessments                        0 






















































Age x x x x x x x x x x x x x x x x x x x x x x x 100 
Sex x x x x x x x x x x x x x x x x x x x x x x x 100 
Ethnicity x x x x x x x x x x x x x x x x x  x  x x x 91 
Disability x x x x x x x x x x x x  x x    x  x x x 78 
Socio-economic status x x x x x x x x x  x  x x x  x x x  x x x 83 





2.3 Use and reporting of optional evaluation components 
Table 4-4 shows that projects included a range of additional self-report surveys. Nineteen (83%) 
of the projects conducted interviews and/or focus groups to provide additional understanding 
and insights about how the projects worked and were received. The choice and use of these 
methods was influenced by project level stakeholders’ priorities and expertise, but also limitations 
in the required tools to generate evidence in relation to evaluation objectives. 
Several stakeholders reflected on the value of qualitative methods to answer questions about the 
project, for example: 
“there's certain cohorts of people we work with where it’s really hard to collect robust 
evaluation and actually it's the qualitative that matters and the process. I'd like to see a lot 
more investment in process evaluation because I think at the moment at this time of system 
changes, so much transformation going on in the health system, and it’s the processes that are 
important.” (stakeholder 6) 
“I think for us some of the most important information came from the qualitative side.” 
(stakeholder 15) 
Twelve projects provided a separate section or report described as either a process or qualitative 
evaluation. There was variability in how qualitative methods were applied, analysed and reported. 
For example, some simply mentioned thematic analysis, whilst others provided details of the 
coding and method of reporting. Four projects combined different data sources to explore project 
impementation and contextual factors, whilst eight reported on data as case studies of individual 
participants, organisations or delivery pathways. 
3. Resources 
Resources, including staff, time, funding, equipment and facilities, were a major influence on 
evaluation as shown in Table 4-3. In particular, the availability and use of resources illustrates how 
the context and characteristics of each project can affect how factors interact and can act as both 
facilitators and barriers. For example staffing was essential for data collection and evaluation, and 
depended on the roles, responsibilities and capacity of partners, which in turn were dependent on 
organisational staffing structures, funding levels and time-scales. Stakeholders from some 
projects regarded the level of funding as enabling a more rigorous evaluation process than is 
often possible within real-world interventions, whilst stakeholders from other projects highlighted 
limited funding as a barrier to their ability to resource the evaluation. 
4. Partnerships 
Partnerships shaped the nature of project evaluations. All projects were required to have an 




range of delivery and funding partners. Evaluation partners were central to the evaluation design. 
Whilst some stakeholders reflected on differing objectives, priorities and understanding between 
research and practice as potential sources of tension, most highlighted access to expertise, and in 
some cases access to additional resources for evaluation as a benefit. 
Variation in the responsibilities, priorities and capacities of staff employed by delivery 
organisations and evaluation partners was thought to have impacted the evaluation design and 
process. Delivery staff were seen as essential to recruitment and managing data collection. 
Defining responsibilities, communication, and training were seen  as vital to build capacity, and to 
get buy-in to the evaluation process. As shown in Table 4-3, the nature of the relationships and 
history of the partnerships were key influences. For example, close relationships and local 
partnerships enabled regular communication, and facilitated relationship building and sustainable 
partnerships, whereas arms-length relationships were described as barriers to successful 
partnerships and evaluation. 
5. Organisational structures, systems and processes 
We identified seven sub-themes of influences related to organisational structures, systems and 
processes: funding systems; staffing structures; systems for communication, monitoring and 
oversight; processes for capacity building and knowledge exchange; data management systems; 
wider external influences; and organisational culture and embeddedness of evaluation (Table 4-
3).  
Several of these factors are inter-connected, and also underpin factors identifed within the other 
main themes. For example, whilst defining roles and responsibilities early in the project was 
essential to successful partnership working and evaluation, this was dependent on appropriate 
funding and staffing structures. High staff turnover was mentioned as a challenge to evaluation in 
nine of the reports, and by eighteen of the stakeholders interviewed. Stakeholders felt this was 
linked to short funding cycles and contracts, and to have negatively influenced continuity, the 
capacity for evaluation and dissemination. In particular, stakeholders felt that delays in staff 
recruitment added to the challenges associated with short lead in times; and early departure of 
staff influenced dissemination and use of evidence. Having a central co-ordinator who could act as 
a conduit between partner organisations was seen as critical to successful project evaluation in 
several cases.  
As shown in Table 4-3, various structures and systems that can act as facilitators to evaluation 
were identified. Examples include: steering groups and service level agreements to enable regular 
and formal communication and oversight; training and knowledge exchange to build capacity; and 




Stakeholders reflected on the potential for efficiencies from integrated systems and processes, 
but also on the considerable time and resource implications of developing these and the 
difficulties in implementing them across multiple project partners and/or components. 
A key underpinning theme was the importance of systems to facilitate monitoring, oversight and 
communication throughout the project planning, implementation and evaluation cycle. However 
stakeholders reflections on their experiences of these were variable. For example, service level 
agreements were seen as critical to agreeing and defining responsibilities in some projects, and as 
limiting flexibility in others. Many stakeholders reflected on the value of networking and 
knowledge exchange events facilitated by the funding agency, whilst others commented on a lack 
of such oportunities as a limitation: 
“We found the workshops that they held, … actually to get the GHGA projects in a room 
together was really useful and because you could share the issues that you were having and 
people understood and you could share ideas and realize how people have overcome them.” 
(stakeholder 24) 
“They were really good at that side of things, they would bring us in and then different projects 
would speak each time on different topic areas that we would cover in workshop scenarios, that 
was really good. They did that really well … I think Sport England could make a lot more of the 
network than they do in terms of avoiding that duplication of effort and resources.” 
(stakeholder 6) 
“I never had a chance to talk to anyone else who was doing any of the other evaluations so 
there was never that kind of network and support which I think it might have been quite useful 
to have had.” (stakeholder 28) 
Variability in communication and involvement of stakeholders in networking across different 
projects appears to have limited the opportunity for a more consistent approach to wider scale 
knowledge exchange and use of evidence. Some stakeholders also identified a need for 
organisational structures that enabled forward planning and closer working with local services to 
ensure that evaluation and evidence generation met future commissioning requirements. 
Objective 3: Appraisal of whether the programme was effective in generating high 
quality generalisable evidence that enabled it to meet its aims 
Figure 4-3 provides a summary of project and programme outputs mapped against the intended 
outcomes included in the logic model (Figure 4-1). Two separate evaluation consultancies were 
commissioned to produce summary reports from Round One and Round Two respectively. At the 
time of writing, only the reports following Round One were available (275, 284) these reported 




as active or inactive, and case studies of individual projects. Stakeholders at programme and 
project levels acknowledged the challenges of pooling large data sets from multi-component, 
multi-sectoral projects due to diverse project designs, settings and participant demographics, and 
variability in response rates, secondary outcomes, and in how outcome measures were analysed 
and reported: 
“It was good to specify a measure to get the consistency across all the programmes, I guess the 
quality of that data collection probably varied quite a lot across different projects, depending on 
who did the data collection and how it was done.” (stakeholder 21) 
One programme level stakeholder commented on the need to accept flexibility in how projects 
applied the specified requirements but that this:  
“created a number of challenges at programme level, when you try to pull it all together.” 
(stakeholder 1) 
Programme level stakeholders reported that findings had informed the development of resources 
to support project and service design and evaluation (173, 283, 285), and that several project 
reports had been included in subsequent reviews of practice (286, 287). In total nine projects 
disseminated findings through published articles in academic journals, eleven through publicly 
available reports, and nine through conference presentations. Five stakeholders mentioned plans 
for publishing articles, but identified a lack of time or time lag between end of project and 
publication as a challenge. 
Project level stakeholders felt the need for knowledge exchange activities and reporting methods 
that were more appropriate to a wider audience, including local stakeholders and commissioners. 
Stakeholders involved in projects that had been showcased through best practice projects and 
conferences saw it as an important way of valueing the project and disseminating findings. Other 
stakeholders, who had not been involved seemed less aware of dissemination activities beyond 
what they were doing locally, and were keen to know more about how findings from across the 
programme were being shared. For example, stakeholders commented: 
“I think it is a constant frustration that I have, that there is a huge amount of knowledge that 
gets built up and then never gets shared.” (stakeholder 31) 
“I don't think out of all those projects across the whole network, that was really shared with 
people. So I think we got to hear more about it because we were part of it. I think where they 
have done one or two things more recently where they do try and bring people back together 
where they are all working on similar types of project and I think that's really valuable but I still 




Whilst there was limited understanding amongst some project level stakeholders of how the 
reports were received, used or shared at the programme level, many described project evaluation 
as influencing practices, project sustainability or partnerships locally. One programme-level 
stakeholder commented on learning and capacity building remaining at a project or person level, 





Figure 4-3 Evidence generated from the Get Healthy Get Active programme mapped against the intended outcomes 
Notes: 1Get Active Get Healthy, what we have learned so far (275), Tackling Inactivity (284), 2Design Principles (283), 3Sport England Evaluation Framework (173), 4Hertfordshire 
Evaluation Framework (288), 5Examples of publications include (65, 289-298)
Project level evidence and insights generated, with the caveat 
of limitations to pooling of data and generalisability:  
• diverse project aims, content, demographics, implementation 
• variability in use and reporting of data and analysis 
• variability in response rates and follow up 
• variability in sustainability and reporting of sustainability 
Anecdotal evidence of on-going and new partnerships 
between sport, physical activity and health sector 
Sustainability of partnerships subject to the nature of 
relationships, contexts and characteristics of local projects  and 
organisational structures such as funding  
• Final project evaluation reports 
• Interim programme-level reporting
1 
 provided 
summary numbers engaged in sport and physical 
activity from project level monitoring and evaluation 
data from Round One and case studies 
Intended Outcomes  
Translation and scale up of effective interventions 
Improved evidence base  
• more robust reporting 
• published evaluations 
More previously inactive people participating in at 
least 30 minutes of PA once per week 
Actual Outcomes (Evidence Generated) 
Embedded cross sector and partnership working 
More physically active individuals, communities 
and populations 
• Small number of projects sustained 
• Anecdotal evidence of project level learning informing 
practice at local level 
Resource development: 
• Sport England Design Principles
2
  
• Sport England Evaluation Framework
3
  




• Programme-level changes to funding requirements 
and guidance on evaluation and data collection  
• Improved capacity for evaluation of individuals and 
organisations at project level 
Strengths and Limitations 





Local knowledge exchange activities 
• Insights & learning have informed resources at programme 
and project level to improve capacity for evaluation  
• Project reporting on many SEF criteria was consistent, but 
variable across several important evaluation components 
• Inconsistent approaches to communication and to engage 
stakeholders within and across multiple projects limits wider-
scale knowledge exchange and use of evidence and learning 
• Limited programme-level knowledge-exchange activities in 
later stages of programme means learning often remains at 
project or person level 
• Limited number of publications and/or limited reporting of 
publications means important evidence does not get used 
• Time-lags between end of projects and dissemination of 
findings limits use of evidence 
Translations and scale up is dependent on structures, systems 
and processes that limit or facilitate knowledge exchange, use 
of evidence, funding and resourcing 
Better understanding and development of tools to 
measure physical activity in practice 





The GHGA programme included physical activity projects with a wide range of secondary aims, 
partnerships, participant groups, settings, and project and evaluation designs. Despite the 
variability in projects, we identified common influences on evaluation practices that act as 
facilitators or barriers depending on the context and how they interact within a project. Multiple 
factors influence programme implementation and evaluation in real-world interventions (11, 51). 
This is especially true in multi-sectoral and multi-component programmes such as GHGA. This 
makes gauging the role of any one factor difficult. Accordingly, our findings highlight the 
importance of understanding the interactions between influences on evaluation practices and, in 
particular, the implications for commissioning and evaluation of interventions. Whilst our focus is 
on physical activity interventions, the findings are applicable to other interventions, particularly 
those operating in multi-agency public health contexts. 
A frequent criticism of real-world evaluation has been that evaluation is approached as an “add 
on” to intervention design and implementation, and that insufficient attention is given to 
evaluation during intervention planning (11, 50). Previous studies of health promotion 
programmes have also identified barriers such as limited investment for evaluation, and differing 
value placed on evaluation by stakeholders (14, 50, 52, 299). Within the GHGA programme these 
barriers were largely overcome by the specification of evaluation as a funding requirement at the 
outset of the programme. Our study showed the vital role that commissioners play in influencing 
evaluation practice through resourcing and demands for evaluation, and more critically, in 
providing appropriate guidance and support, and how they value different forms of evidence. 
Stakeholders’ understanding of what counts as evidence, and their use of appropriate evaluation 
methods, are recognised challenges of conducting real-world evaluation (14, 68, 92, 300, 301). 
Evaluation in an applied context often requires a balance to be found between scientific rigour 
and pragmatism, internal and external validity, and standardisation and adaptability (8, 14). It can 
be a challenge to balance differing stakeholder priorities for evidence. The value of combining 
systematic and flexible approaches (164, 302, 303), and applying theory based approaches (56, 
57, 304) to evaluate the variability within complex interventions is well recognised. Standardised 
requirements for evaluation of funded projects can facilitate a systematic approach to evaluation 
and improve the consistency of reporting. This may be particularly important within multi-project 
programmes like GHGA, which are designed and funded nationally but delivered and evaluated 
through local projects. We have previously argued that appropriate use of an evaluation 
framework to guide evaluation and reporting can improve the quality of an evaluation study (86). 




methods between stakeholders (46). Logic models are commonly recommended to identify 
objectives, inputs, contextual factors and outcomes to help explain an intervention’s theory or 
rationale (8, 59, 116, 178); their use is also recommended in the SEF (93). Qualitative or mixed 
methods are also advocated to help explain quantitative findings, and generate evidence about 
project implementation, programme theory or causal mechanisms (35, 59, 157, 303). Despite 
putting in place specific evaluation requirements, there was considerable variation in how 
important evaluation components were applied and reported. Components that were reported in 
detail, such as project descriptions and participant demographics, reflected the more detailed 
guidance of these components in the evaluation framework applied. Gaps in the evaluation 
reports highlighted limitations in the guidance provided in the SEF and the field generally on 
important evaluation components, and limited the ability to compare or generalise findings across 
projects. Further guidance or training is needed to improve the evaluation and reporting of 
specific components, in particular qualitative methods, process evaluation, economic evaluation, 
logic models, and data analysis. We argue that specifying evaluation requirements alone is 
insufficient. The context-specific nature of influences within diverse projects makes it more critical 
to implement processes that facilitate collaborative decision making to select, agree and apply the 
most appropriate methods to generate the evidence required and valued, rather than specifying 
standardised data collection across heterogenous projects. 
Evaluation partnerships were a strong influence on evaluation. Many of the benefits of 
partnership working that we identified in this study, such as access to expertise, capacity building, 
and efficiencies from shared resources or integrated systems were also found in other studies (11, 
50, 51, 61). We also suggest that partnerships can bring greater opportunities for evaluation to be 
tailored to the needs of individual projects and stakeholders, and to enable a more flexible and 
innovative evaluation approach. However, the effectiveness of partnerships were dependent on 
the nature of the relationships, the embeddedness and continuity of partnerships, and on 
organisational structures and systems. In line with other studies, we also found partnerships to be 
context specific, and changeable (65). For funders and partners to initiate and embed processes 
and systems that facilitate partnerships and that retain benefits of partnership working beyond a 
project’s lifetime, it is essential that we develop a better understanding of the influences of, and 
on, partnership working. 
Our appraisal of the extent to which the programme had generated evidence to achieve its aims 
(Figure 4-3) identified several resources and publications resulting from the programme, but 
showed that dissemination and use of evidence remains a challenge. At this stage, questions 




build an evidence-base that would inform scale up of effective interventions or translation to 
other settings. The programme sits within a system of evolving national and local policies, 
strategies and priorities, and knowledge base (Figure 4-2). Our findings highlight the importance 
of rapid feedback to ensure that evidence and insights are disseminated and used to inform policy 
and practice. Further, we show the importance of thinking forward to the next cycle of project 
planning and funding to ensure that relevant evidence is generated and used beyond the project. 
Systems that enable collaboration in the early stages of evaluation planning to identify and agree 
types of evidence needed and stakeholder engagement throughout the project lifespan are 
essential. In additition, systems are needed that minimise time lags between project end and 
dissemination and facilitate knowledge transfer between and beyond projects and partners. The 
role of research partners is critical in bringing practice-relevant studies to publication (61), and 
reviewers and editors also have a role in this. Our study showed that funders and practitioners 
have a vital role in facilitating and contributing to knowledge-exchange activities. Multi-sectoral 
and multi-component projects, particularly where projects and evaluation are locally designed 
and implemented, need appropriate processes and systems to facilitate flows of information 
between all stakeholders. Without this, fragmentation of projects can lead to fragmentation of 
learning across organisations and individual stakeholders. In line with other studies (11, 48, 51), 
we show that cross-sector partnerships and networks appear to offer opportunites to improve 
knowledge-management and dissemination. Further research is needed to understand their value 
and how these can be implemented and embeded to help close current gaps in the evidence-
based practice cycle. 
Our findings have highlighted the important influences of differing stakeholder demands for 
evaluation, and resources for evaluation, in shaping the design and implementation of 
intervention evaluation. More critically, it showed the important influence of the underpinning 
organisational structures and systems, and the complex interactions between influences that act 
as facilitators or barriers to good practice, even when measures to address known challenges are 
put in place. Previous studies have identified a need for multi-level strategies to improve 
evaluation and for more research to understand these (11, 51); this study supports this view. We 
argue that stakeholders need to work together to understand, develop and implement systems to 
enable: (i) collaborative decision making; (ii) synergies between data needed for project delivery, 
participant engagement, accountability, research and evaluation; and (iii) timely knowledge 
transfer and dissemination. It is vital to improve our understanding of how influences interact to 
facilitate or limit good practice within evaluation. This will enable structures and systems to be 




barriers, and help to ensure that effective interventions are adopted, and that ineffective 
interventions or unnecessary research are avoided. 
Strengths and limitations 
A key strength of this study is that we combined data from multiple sources, including evaluation 
reports and documents from 23 physical activity projects and from the programme as a whole, 
and data from 35 stakeholder interviews. A further strength is our use of a rigorous and 
transparent methodology to extract and analyse the data. The logic model that we imputed from 
the documents was based on the programme aims, objectives and intended outputs reported, 
and implied outcomes, and was further refined through consultation and interviews with key 
stakeholders. 
There are several limitations of the study. Time lags between end of project delivery and 
publication mean that our appraisal of the evidence generated could not include the final 
programme summary evaluation that has been commissioned, and we may have missed 
additional publications from individual projects. The retrospective nature of the study limited the 
use of a more ethnographic approach. This may also have contributed to a lower response rate 
from project organisations and our ability to obtain documents related to project planning and 
the funding application. This time line also limited our ability to adopt a more collaborative 
approach to agree the theory of the programme as represented on the logic model. 
Conclusion 
We identified multiple influences on evaluation practice that can act as barriers and facilitators to 
good practice. These influences are context-specific and operate through a complex set of 
interactions. It is vital that commissioners, researchers and practitioners engaged in intervention 
evaluation or with an interest in improving evaluation and the generation of high-quality 
evidence, develop a better understanding of these influences and implement appropriate systems 
and processes to support good practice. Critically, organisational structures, systems and 
processes are needed to: (i) build and retain individual and organisational capacity for evaluation; 
(ii) enable collaborative and flexible decision making to identify and agree the most appropriate 
evaluation objectives, methods and types of evidence; and (iii) improve the transfer of knowledge 
and insights between stakeholders. This is critical to close current gaps in the evidence-based 
practice cycle, and ensure that relevant evidence is generated and used in a timely manner. 
The findings highlighted the important role of the various partners in evaluation and 
dissemination. To improve practice it is essential to develop a better understanding of how 




thematic analysis to gain a deeper understanding of the relationships between partners, 
processes and practice. This is critical to develop recommendations for how organisational 






Chapter 5. Partnerships, collaborations and networks for 
evaluation: their use in facilitating evaluation, dissemination and 
evaluation use 
Introduction 
Chapter 4 revealed complex inter-connections between influences on evaluation practice and 
dissemination. Whilst the requirement for projects to use an evaluation framework and 
standardised data collection may have facilitated a systematic evaluation approach, the case 
study highlighted the important roles of different stakeholders in designing, conducting and using 
the evaluation. However, differences in the nature of the relationships suggested these may 
influence how partnerships can act as a facilitator or barrier to evidence-based practice. 
There has been recent growth in multi-agency partnerships and networks to develop, implement 
and evaluate public health interventions, such as physical activity programmes. These include 
research-practice partnerships which bring together researchers and practitioners. Such 
partnerships can potentially provide opportunities for multi-sectoral approaches to address 
complex health behaviours. However, gaps remain in our understanding of influences on 
partnership working and their effectiveness, and the association between partnerships and the 
capacity to conduct and use evaluation. Chapter 5 therefore explored in more detail specific 
themes related to partnership working and evaluation use within the data generated through the 
interviews conducted as part of the case study.  This aimed to advance understanding of how 
partnership working can best be implemented to improve evidence-based practice. 
Background 
As our understanding of the wider determinants of health behaviours has grown, there has been 
an increasing appreciation and understanding of the need for multi-agency and multi-component 
approaches to address complex public health challenges such as increasing physical activity (40). 
Examples include interventions that aim to address multiple influences on behaviour through 
adopting a range of modes of delivery and intervention functions, such as environmental 
restructuring alongside education. As a result, there has been an expansion of cross-sector and 
inter-organisational partnerships in intervention development, implementation, and evaluation. 
These include collaborations between physical activity providers and health organisations (65, 
254, 298). In parallel, demands for evidence-based interventions have driven increasing interest in 
research-practice partnerships, which bring together researchers and practitioners with 




approaches to address complex health behaviours and to understand the implementation and 
effectiveness of complex interventions. 
Evidence-based public health seeks to ensure that interventions are based on sound evidence, 
and involves three fundamental elements: evaluation, dissemination, and evaluation use (9, 270). 
Evaluation is defined as assessment of an activity, project or programme; it aims to provide 
accountability and facilitate learning for future practice (305). Dissemination is the process of 
communicating findings in ways that will facilitate their use in practice (66), and knowledge 
exchange is central to this. Following Alkin and King’s conceptual model (55, 71), the term 
‘evaluation use’ includes both use of evidence generated (findings use) and the effects of being 
involved in evaluation (process use). Their typology of evaluation use provides a framework to 
differentiate between the source or stimulus for use (findings or process), and how it has been 
used, for example: to inform direct actions (instrumental use); in improving knowledge or 
changing attitudes (conceptual use); or justifying decisions and actions (symbolic use) (55). Alkin 
and King also note that a broad definition of evaluation use incorporates the influence of an 
evaluation on wider systems (71). For consistency with the evaluation literature, we have applied 
these terms in our descriptions of evaluation use. 
Research-practice partnerships (referred to as ‘partnerships’ hereafter) have been advocated as 
an approach to facilitate evidence-based practices (50, 61, 62, 65). Engagement of practitioners 
and policy makers in an evaluation can improve understanding amongst researchers of what 
evidence is relevant and valued for decision making in a real-world context, whilst engagement of 
research partners can bring knowledge and expertise to help identify and implement appropriate 
and innovative evaluation methods, and improve the rigour of evaluation (50, 64). Further, 
dissemination and evaluation use can be improved by research partners’ understanding of the 
appropriateness of evidence for academic publication (61); this has the potential to increase the 
likelihood that evidence is taken up and used to inform policy and practice decisions. Yet despite 
this potential, there is currently limited evaluation and evidence use undertaken in organisations 
responsible for the design and delivery of health interventions, leading to little institutional 
learning and unnecessary cycles of programme re-invention. A key challenge is that we do not 
understand well how these partnerships can be shaped and implemented to improve practice. 
Studies that have explored partnership working within physical activity and health promotion 
interventions have identified several benefits and challenges (50-52, 61, 62, 64, 65). Benefits 
include the generation of practice-relevant evidence, capacity-building, improved implementation 
of evidence-based practices, and access to additional funding and resources. Challenges include 




(9, 49). Different stakeholders’ demands for evaluation, the value they place on different forms of 
evidence, and how partners interact to implement appropriate evaluation methods within certain 
contexts influences the capacity to conduct and use evaluation (71, 73). Indeed, models of 
evaluation and evaluation use have focused on capacity building at the organisational level (73, 
74, 306). Building on this, Labin et al.’s integrative evaluation capacity model (307) highlights the 
importance of collaborative processes. 
Previous studies (49, 51), including our own work reported on in Chapter 4 (87), have highlighted 
the complex interconnections between influences on partnership working and evaluation 
practices. These have identified limitations in the empirical evidence and gaps in our 
understanding of organisational structures and processes within multi-agency partnerships and 
networks (51, 64). Questions remain unanswered regarding the influences on partnership working 
and their effectiveness, the value of being involved in partnerships to different stakeholders, and 
how partnerships and networks may influence evaluation, dissemination, and evaluation use (65, 
72, 73). If organisations are to initiate and implement collaborative practices that are effective 
and sustainable, research that takes an inter-disciplinary approach is needed to understand 
evaluation practices and information flow between partners (51, 73, 74, 306). 
To address these gaps, we explored the experiences and perceptions of stakeholders that were 
involved in partnerships to develop, implement and/or evaluate a national physical activity 
programme. The Get Healthy Get Active (GHGA) programme (308) was designed and funded by 
Sport England, the agency in England with primary responsibility for developing grassroots sports 
and getting more people active (274). Through the GHGA programme Sport England funded a 
portfolio of 33 projects, 31 projects within two funding rounds and two invited projects. Projects 
were delivered to communities across England between 2013 and 2018 (273). Projects were 
designed, implemented, and evaluated through various multi-agency partnerships (87). 
All projects funded through the GHGA programme had the shared aim to increase physical activity 
in the most inactive adults and to generate evidence of the role of sport in improving physical 
activity and health. Projects differed in their target populations, secondary objectives, and 
approaches to partnership working and project implementation. The programme was chosen for 
this study, firstly as it exemplifies the multi-agency and partnership approach increasingly 
prevalent in health promotion interventions, and secondly because all lead organisations of 





1. To identify the partners involved in the evaluation of a multi-agency intervention, and the roles 
of these partners. 
2. To explore how different stakeholders perceived and described the partnerships and their 
influence on evaluation. 
3. To explore how different stakeholders involved in evaluation partnerships described the use 
made of the evaluation by themselves, their organisations or partners. 
4. To apply the findings from objectives one to three, to develop a conceptual model of how 
descriptions of partnerships and networks may be associated with knowledge exchange and the 
capacity to do and use evaluation. 
Method 
This Chapter used data collected for the case study reported on in Chapter 4.  We combined 
network and thematic analysis to describe the network of partners, and to identify themes within 
the data from the semi-structured interviews related to stakeholders’ experiences and 
perceptions of those partnerships, the evaluation process, and evaluation use. We then adopted 
an inter-disciplinary approach to draw on concepts of evaluation use and organisational systems 
(55, 71, 73, 74) to help interpret our findings. Ethical Approval was obtained from the University 
of East Anglia Faculty of Medicine and Health Sciences Research Ethics Committee (REF:201718-
133) (Appendix 2). Permission to conduct the research was received from Sport England 
(Appendix 3). 
Study sample 
We combined purposive and snowball sampling to identify stakeholders involved in the design 
and/or evaluation of projects or the overall programme. Organisations and stakeholders named 
as either the project lead or evaluation lead were identified from evaluation reports and 
documentation that had been shared with us. We contacted stakeholders directly via email or 
telephone to invite them to participate in an interview. Participants were asked during the 
interview to suggest other partners that they felt it would be useful for us to interview. We 
continued sampling until we had a sample that was representative of projects across the two 
funding rounds of the programme, different organisation types and stakeholder roles. Some 
stakeholders had multiple roles within the projects and programme, for example some evaluators 




programme levels. Table 5-1 shows the final sample, which included 35 stakeholders from 16 
projects and the GHGA programme. 
Table 5-1 Sample of interview participants according to their role in the programme or projects 
   Participants according to role 
Programme 
Component 
Projects Delivery Organisation Evaluation Organisation 
GHGA Programme N/A 3 Sport England Staff 2 Evaluation Consultants 
Round 1 6 Projects 5 Project Leads  
2 Managers 
1 Delivery Staff 
5 Evaluation Leads 
Round 2 10 Projects 8 Project Leads 
5 Managers 
2 Delivery Staff 
8 Evaluation Leads 
 
Data collection 
Thirty-five interviews were conducted and audio recorded by the lead author (JF) between May 
and December 2019. Interviews lasted an average of 46 minutes (range 25-86 minutes). The topic 
guide was sent to participants in advance. This included questions that asked them to reflect on 
their experiences of partnership working and its influence on the evaluation, and their 
perceptions about how the evaluation had been used by themselves or their organisation(s) (see 
Appendix 6). Interviews took place over Skype, telephone or face to face, and one respondent 
responded via email. Interviews were transcribed verbatim and given a unique identifier to de-
identify stakeholders, and then uploaded into the NVivo12Pro software for analysis. 
Data analysis 
To identify partners involved in the project and programme evaluation (objective one) we applied 
principles of network analysis. Firstly, we coded each interview transcript and each project as a 
separate “case” within NVivo12Pro. Secondly, we coded any named individuals, groups or 
organisations that were mentioned in the content of the transcripts as being involved in the 
programme or project evaluation as additional ‘cases’. To de-identify individuals and 
organisations each of these was also given a unique number. 
Details of the projects, individuals and organisations were then exported into an Excel 
spreadsheet for further analysis. To preserve anonymity, individuals were grouped at the 
organisational level. These were coded as organisational types to describe the key attributes of 
each partner; for ease of interpretation these were then grouped into broader sector-based 
categories (Health, Sport, University and Other). ‘Other’ included public, private, and third-sector 




Partner, External Partner). The code “delivery partner” included any partners engaged in project 
recruitment, implementation or evaluation that were identified as playing a role in the evaluation; 
“external partner” included those identified as being connected, but not directly involved, in the 
project or programme evaluation. 
Within Excel we created a spreadsheet to identify the connections between partners from 
reported descriptions of the projects and the interview data. This information was imported into 
UCINET (309) to generate a visual representation to describe the network of partners included in 
our sample, and their role in the project and/or programme evaluation. 
To explore how different stakeholders described their experiences of partnership working, the 
nature of those partnerships, and their influence on evaluation and evaluation use (objectives 2 
and 3), we applied thematic coding to the interview data. Initial codes were identified a priori, 
informed by our research objectives and the interview schedule. Other themes were identified 
iteratively through the processes of repeated familiarization, coding and recoding. Codes were 
reviewed and organised into categories (by JF) to develop the draft coding framework, which was 
then discussed and agreed by all authors (Table 5-2). Framework analysis was used to compare 
across and between stakeholder types and projects. 
Table 5-2 Coding framework for the thematic analysis of interview data 
Key Themes Sub-themes 
Partnership characteristics Roles and responsibilities 





Evaluation use Use of Findings  
 Use of Process  
 Instrumental (direct action)  
Intervention maintenance  
Informing local decisions 
Informing national decisions 
 Capacity building  
 Catalyst for change  




To explore how the descriptions of partnerships may be associated with knowledge exchange and 
the capacity to do and use evaluation (objective 4), we drew on concepts of evaluation use and 
organisational systems to help interpret our findings from the network and thematic analysis, and 





The results are presented within four sections, reflecting the four objectives of the research. 
Firstly, we describe the partners involved in the project and/or programme evaluation. Secondly, 
we describe how stakeholders described the partnerships and how partnership working 
influenced the evaluation. Thirdly, we provide a synthesis of how stakeholders described their use 
of the evaluation. Lastly, we explore how descriptions of partnerships and networks may be 
associated with knowledge exchange and the capacity to do and use evaluation, and present and 
explain our conceptual model of the flow of information and processes between partners. 
1. The partners involved in the project and/or programme evaluation 
Figures 5-1 and 5-2 show the partners involved in programme and project evaluation. Partners are 
grouped and colour coded by the categories used to describe their main role within the 
partnership (funder, lead organisation, evaluation partner and delivery partners). The sectors 
used to group the organisational types (sport, health, university and other) are shown by symbol 
shape. The purpose of these maps is to illustrate the complexity of the network, rather than to 
drill down to examine the complexity in detail. They serve as a descriptive tool on which to base 
the exploration of the characteristics of the partnerships and discussion of influences on 
partnership working and their effectiveness. 
Figure 5-1 shows the formal partners reported to have been involved in the delivery and 
evaluation of the 16 projects and the programme. Projects brought together a range of private, 
public, and voluntary organisations and individuals from different sectors to facilitate recruitment 
and implementation. Most involved partnerships between: (i) sport and physical activity providers 
such as County Sports Partnerships, leisure centres, National Governing Bodies, and community-
based clubs and individuals; (ii) partners from the health sector such as public health teams and 
primary care, and (iii) Local Authorities. Eleven of the projects engaged a university evaluation 
partner and two engaged evaluation consultants. Three projects were university led, and each of 
these also led the project evaluation (shown as Lead & Evaluator in Figure 1). Sport England 
engaged two consultancies to conduct summative evaluations of the overall programme following 
rounds one and two. Figure 5-1 shows that within each project-based group of partners, the 
project lead organisation is the central link between partners. It also shows two cases where 
there are connections between projects via a common evaluation partner. These connections 
represent flows of information. The dotted lines represent where boundaries exist between the 
key partner types and show how these intersect the connecting lines and potentially interrupt 




Figure 5-2 shows the wider network of both formal partners and informal connections between 
individuals and organisations identified from the interview data. This reveals a more complex set 
of relationships, with connections between individuals and groups that transcend project and 
organisational boundaries within the network and appear as additional networks nested within 
the overall programme network. The additional partners include charities, local services, and 
community-based groups, mentioned by stakeholders as essential partners in project evaluation. 
Stakeholders described the role that these partners played in recruitment, undertaking baseline 
and follow up data collection, and building relationships with participants, which in turn enhanced 
response rates. Stakeholders from two projects also mentioned links to additional universities 
that supported, but did not lead, the project evaluation. 
Figure 5-2 also shows (in red) external partners that were not directly involved in the project or 
programme evaluation but that were mentioned as influencing either the evaluation methods 
adopted, dissemination or evaluation use. This included individuals and organisations that 
informed programme-level decisions about project evaluation design, organisations connected by 














2. Partnership characteristics and their influence on evaluation 
Partnerships were described by their roles and responsibilities (as applied in our categorisation in 
Figures 5-1 and 5-2) but were more fully described by the nature of the relationships, 
collaboration, and communication. How stakeholders described each of these four themes, and 
how these were perceived as facilitators or barriers to partnership working and evaluation, are 
summarised below, and explored in more detail in Table 5-3. 
 
Table 5-3 Partnership characteristics, and facilitators and barriers to successful partnerships 
and evaluation as perceived by stakeholders 
Partnership characteristics Facilitating influences Challenging influences 
Roles and Responsibilities   
Conduit and Co-ordinators  Key stakeholders that act as a 
bridge between partners to co-
ordinate and manage relationships 
and activities  
Staffing structure, funding and 
resourcing does not always 
facilitate a co-ordinating role 
Leadership/Driving force Having partner(s) that can act as 
the architect for the project, 
relationships and evaluation 
Staffing structure, time and 
resource are needed 
Expert/Adviser  Evaluation expertise is a valued 
source of advice and guidance 
Tensions between evaluation rigour 
and pragmatic approaches require 
recognition of and value placed on 
differing perspectives and 
approaches to ensure evaluation 
works in practice 
Data collector and/or 
Recruitment 
Critical resource and capacity for 
successful evaluation 
Requires understanding and 
agreement of roles and 
responsibilities, training, capacity 
building and buy-in to evaluation 
processes 
Relationships   
Building good working and 
close relationships is key 
Accessible, approachable and 
adaptable partners are vital to 
build close, open, honest 
relationships and trust, and 
facilitate candid discussions and 
collaboration 
Building relationships and trust is 
critical, but takes time 
Adaptability Adaptability facilitates pragmatic 
approaches to evaluation and 
problem solving  
Evaluation rigour can be seen as 
limiting adaptability, and impacting 
negatively on delivery objectives 
Local relationships Local relationships facilitate 
relationship building and regular 
communication 
Geographically distanced 
partnerships negatively influence 
relationship building and 
partnership working 
Reciprocal relationships Reciprocal relationships and shared 
understanding of expectations and 
mutual benefits are important for 
collaboration 
Disconnect or tensions between 
partners and perceptions of a lack 
of interest may arise from a lack of 
understanding of expectations, 
targets, priorities and pressures 




Table 5-3 Partnership characteristics, and facilitators and barriers to successful partnerships 
and evaluation as perceived by stakeholders 
Partnership characteristics Facilitating influences Challenging influences 
Collaborative Recognition of value in bringing 
differing perspectives together is 
vital to the evaluation and getting 
buy-in from partners 
Transactional relationships 
negatively impact buy-in and 
engagement of partners in 
evaluation 
Level of engagement Hands-on approach and 
engagement with activities and 
partners is critical for developing an 
understanding of the project, 
ensuring data collection, building 
relationships, getting buy-in and 
embedding processes 
Hands-off partnerships negatively 
impact partnerships and evaluation. 
Time and effort are needed to build 
trust with delivery staff and 
participants prior to data collection  
Prior connections, previous 
collaboration   
Established relationships facilitate 
shared understanding and early 
collaboration to develop an 
evaluation plan that works for all 
Newly formed partners require time 
to build relationships and 
understand needs for the project 
and evaluation 
Embeddedness Embedded partnerships, mature 
relationships, better understanding 
of how “evaluation ready” the 
organisation is, greater 
engagement with evaluation; 
embedding all partners, including 
evaluators, in project management 
structures facilitates regular 
communication and collaboration 
Where partners were not 
embedded time was needed at the 
start of projects to build 
relationships and to agree roles and 
priorities for the evaluation 
Continuity of relationships Early collaboration enables 
partners to influence evaluation 
design and integration of 
evaluation into project 
implementation, continuity of 
staffing facilitates consistency of 
approaches, relationships and 
communication  
Short funding cycles and staffing 
structures do not always facilitate 
early collaboration or continuity; 
staff turnover (late starts, early 
departures) impact continuity even 
where the organisational 
partnership is maintained 
Commitment Commitment from all partners is 
essential 
Tensions where not all stakeholders 
were committed to the evaluation, 
where it was seen to interfere with 
delivery, or where evaluators had 
differing priorities 
Communication 
Regular communication Facilitates engagement, review, 
knowledge exchange and shared 
understanding, mechanisms are 
needed for formal and informal 
communication 
Challenges of sustaining active 
participation by different partners 
and through different stages of 
planning, implementation and 
reporting can limit ongoing 
evaluation, feedback, adaptation 
and evaluation use 
Appropriate 
communication 
Two-way dialogue, bringing the 
right people together and use of 
appropriate language to enable 
shared learning is critical 
Tensions between partners can 
arise from differences in 
understanding of terminology, 
language, and differing priorities. 
Collaboration requires differing 
perceptions and voices to be 




There was variability in the way stakeholders described their own experiences of partnerships, 
but consistency in the way they described strengths and weaknesses of partnerships. Within the 
four themes, we identified key processes and partnership characteristics critical to effective 
partnership working and evaluation. Based on these processes and characteristics, we formulated 
an ABC for effective partnership working: A. Approachable, adaptable, and accessible partners, B. 
Building relationships and building capacity, and C. Communication, collaboration, and continuity. 
These cut across the themes, and highlight the relationships between processes, such as 
communication and building capacity, and characteristics that influence these processes, such as 
the approachability, accessibility and adaptability of partners.  
2.1 Roles and responsibilities 
Stakeholders reflected on the importance of understanding, agreeing and valuing the differing 
roles and responsibilities of partners, and also the benefits from partners bringing different skills 
and expertise to facilitate evaluation: 
“You need to be able to draw on a number of different skills. I think the beauty of having the 
University involved in this project is that you can draw on expertise quite quickly.” (Project Lead 
and Evaluator) 
In other projects stakeholders reflected on the challenges and tensions between partners, and the 
need for a shared understanding of expectations and the value placed on differing perspectives 
and approaches to ensure evaluation works in practice: 
“The biggest challenge at the time, was the interest from the evaluation partner, and not 
understanding the bigger picture … and how we wanted to show that we were having a big 
impact. It was too much of a facts and figures focus.” (Project Lead) 
“There is a disconnect between them [evaluators and practitioners], and there still remains to 
be a disconnect but I think it's just trying to appreciate as best you can each other’s roles really, 
especially for the first year of this project that really didn't happen.” (Evaluator) 
Others reflected on the importance of key partners acting as a conduit or bridge to facilitate 
partnership working, and to co-ordinate and manage relationships and activities: 
“I do think that academia has different outputs and objectives to policy and practice. Having an 
understanding and being able to be a bit of a bridge between the two was important.” (Project 
Lead) 
“Everyone is driving towards the same thing, but they have to do it in different ways because 
they are either contractually bound, or they are limited by their resources, and so that 




a central way in which we could have debates and discussions but crucial in that partnership 
was the role I took. You need an architect really to pull that together.” (Project Lead and 
Evaluator) 
2.2 Relationships 
Relationships in which partners found each other to be accessible, approachable, and adaptable 
were described as essential to facilitating open and honest conversations, and to enabling 
capacity building and collaborative approaches. Stakeholders recognised that building 
relationships, trust and capacity required time and investment: 
“The partnerships that were really key were myself with the project lead, project coordinator 
and program manager, we had really good working relationship… having the key relationships 
with them was useful. Also, we had to have really good relationships with those who were 
actually delivering the intervention or the programme and exercise, having good relationships 
with them was absolutely essential for enabling data to be captured.” (Evaluator) 
 “I think the partnership comes down to an investment of time into building it and a mutual 
benefit in doing it. We put a lot of time and energy into the development of the relationship, 
and we even now do try to touch base regularly. Collaboration is very different to working in 
partnership… it really takes time to embed if you think about building trust, respect, honesty 
and I think we have built on a lot of those. So it is a very open, honest, transparent 
relationship.” (Project Lead) 
Relationships with the funding partner were described variably across projects and between 
different partners within projects. Experiences of the relationship with the funder were also felt 
to have changed over the course of the programme’s life cycle. Nine participants (representing 
delivery partners, lead organisations and evaluators) commented on the supportive relationship 
between themselves and the funding organisation. Stakeholders also referred to the important 
role that Sport England played in bringing projects and partners together through knowledge 
exchange events to facilitate capacity building and shared learning. Nevertheless, nine 
participants (representing delivery staff and evaluators) described the relationship as 
transactional, and commented on limited opportunities for communication or engagement in 
knowledge exchange and feedback. 
2.3 Collaboration 
Collaboration was thought to be facilitated by early and ongoing engagement of evaluators in the 
project implementation and of delivery staff in the evaluation. This was described as mutually 




whilst delivery staff were more likely to buy-in to the evaluation processes when time was taken 
to train and explain the purpose, methods, and importance of evaluation. 
“You can't just tack it on, you need to be there from the start and to be involved. When 
everyone gets their opportunity to give their thoughts and ideas everyone is engaged, and that 
makes a big difference. People can see what they're going to get out of the evaluation, it 
makes a better experience for everyone, and then measures get completed. Without which you 
don't have an evaluation. When everyone's bought into the process, that's when it works.” 
(Evaluator) 
Where there had been a prior connection, or working relationship, participants reflected on this 
facilitating a closer partnership. Local partnerships were thought to enable closer relationships, 
more regular communication and engagement with project activities, and better understanding of 
local needs and priorities. The findings also highlighted the influence on continuity of 
organisational structures and processes, such as funding and staffing. Stakeholders described late 
project starts and early staff departures within project teams as a challenge to building 
relationships, and to planning, agreeing, and implementing evaluation practices: 
“That consistency, which is always difficult, people do leave, continuity really helps if you can 
get it, in terms of relationship.” (Project Lead) 
“There were changes in the clinical team, changes in the council team, changes from the 
delivery teams, and changes in the evaluation team, that's really hard if you've not got the 
good relationships there. ...Since the evaluation got published there's been a ton of changes in 
staffing again, I do wonder if it was still the same leads from the beginning whether that would 
have been more broadly disseminated.” (Evaluator) 
2.4 Communication 
Communication was described as a key process to facilitate knowledge exchange, and in turn to 
build capacity to both do and use evaluation. Communication that was regular, timely and 
appropriate was seen as critical to effective partnership working, whether between funders, 
delivery staff, project leads or evaluators. Limitations in communication and feedback in the later 
stages of the programme, and particularly following final reporting, were identified as barriers to 
knowledge exchange and evaluation use: 





3. Evaluation use 
We identified the following themes related to evaluation use: findings or process use, 
instrumental use (direct action), capacity building, being a catalyst for change, and initiating and 
embedding partnerships. There was consistency in the way stakeholders with differing roles 
within and across projects described their experiences and perceptions of evaluation use. 
Stakeholders described their experiences holistically. For example, they did not always 
differentiate between findings use or process use, or between engagement in partnership 
working or the evaluation itself. Project and programme stakeholders described how the 
evaluation as a whole had been used to enable the project or elements of the project to continue, 
and to inform approaches used in subsequent projects, or in future commissioning activities: 
“We have massively used it as a way of trying to develop better tools that will measure and do 
what we want ….which has certainly built on the experiences not just of this programme but 
across the whole organisation and how we support other organisations.” (Funding 
organisation) 
“It made the biggest difference to how we tackle and move towards tackling inactivity locally, 
and so that is not necessarily about the evaluation process but it is the impact and outcome of 
that whole learning from the evaluation. … The legacy of the project has carried on, it has had 
a massive impact on the physical activity strategy.” (Project Lead and Evaluator) 
“We have secured further funding and this was probably a part of it, but that was halfway 
through, not the end evaluation report.” (Project Lead) 
“Through that we've got a three-year contract to deliver activities as part of a different 
project…we wouldn't have got that without the GHGA project and the evaluation, the evidence 
that we had from that.” (Project Lead) 
These observations illustrate the instrumental use of evaluation, but also the value of concurrent 
evaluation and intermediate feedback, rather than purely summative evaluation and evidence 
generation. Some stakeholders commented on their own limited understanding of how the 
evaluation had been used at the programme level: 
 “I don’t know how useful the evaluation has been, in terms of the report which we submitted” 
(Evaluator) 
Capacity building was more explicitly linked to process use, and was identified as increasing 
knowledge, skills and attitudes. Stakeholders described their learning from the experiences of 
being involved in evaluation processes and of being exposed to different evaluation approaches 




delivery or data collection methods. Developing a better understanding of the purpose and 
importance of evaluation, and gaining buy-in from all partners, were seen as critical for successful 
evaluation, and to bring about changes to evaluation practices during and after the project. 
Stakeholders described their learning as a catalyst for changing practices, and, in five projects, for 
changing staffing structures, with the creation of insight and evaluation officer roles being 
embedded into organisations. 
“The learning has transferred across to other projects, the importance of capturing really good 
quality evaluation. We have developed evaluation resources and run training sessions for 
organizations locally to share our learning with the sector. I would say this project was the 
catalyst.” (Project Lead) 
“It has been huge; it shapes much of what I do on a day to day basis and probably the same for 
the other people here.  Embedding that evaluation, that partnership working across everything 
we do, I think that's crucial.” (Delivery Partner) 
Stakeholders at both the local project and national programme levels also reflected on the value 
of initiating cross-sector partnerships, opening doors for conversations, and developing networks. 
“One of the big things that came out of the project was the steering group that was set up at 
the start, that has led to more and more partners coming round the table and that is because 
people were hearing about it and wanted to be involved in the project and they were bringing 
their own projects and their own ideas to the table as well, so certainly evidence from my point 
of view that that was leading to more partnership working locally.” (Evaluator) 
“I think it has been quite significant but isn't necessarily that easy to quantify or that tangible. 
One of the effects of GHGA has been this much closer partnership between sporting and some 
of the health partners, and Public Health England nationally. I think having the evaluation 
arrangements, for all their imperfections, were probably more rigorous than we would have 
had historically and has been helpful in getting some of that buy in and engagement with 
health and wellness … through evidence, but also through relationships and wider political 
changes, a shift has happened … and I think the evaluation has been relevant to winning some 
of that support or some of that shift.” (Funding Organisation) 
One stakeholder reflected on the value of relationships with the wider network evident in Figure 
5-2:  
“from my own personal relationships, I still have those networks … that is how I get most of my 




4. A conceptual model of the relationships between partnerships, processes and 
partnership characteristics that facilitate evaluation, dissemination and evaluation 
use 
To address the final objective we applied the findings from the previous objectives to develop our 
conceptual model of how partnerships and networks may be associated with knowledge 
exchange, and the capacity to do and use evaluation, this is shown in Figure 5-3. Informed by the 
network maps (Figures 5-1 and 5-2), the model shows partners with differing roles within the 
projects, the programme and external to the programme, connected by arrows. Figure 5-2 
revealed groups of connections and partners which transcended project and programme 
boundaries, through having differing roles, connections to external partners, or staff mobility. 
They can be viewed as smaller networks nested within the overall network. These connections 
represent important opportunities for information flow between partners and across the 
network, but also where alignment of processes along connecting lines is required to facilitate 
effective partnership working. 
As in Figures 5-1 and 5-2, our model shows the groups of partners separated by boundaries 
(dotted lines) which represent potential interruption to flows of information and barriers to 
alignment of processes. For example, differences in priorities, organisational structures, and a lack 
of a common language between evaluators and practitioners can act as barriers to 
communication, collaboration and building capacity. Differences in organisational structures and 
cultures can influence time lags in engaging staff, agreeing evaluation processes and in 
communicating and providing feedback. 
Thematic analysis highlighted key processes that are interlinked, such as communication, building 
relationships and knowledge exchange, and how these are essential to build capacity to both do 
and use evaluation. These are shown in boxes on the left of our model spanning the connections 
between partners. Our analysis also showed how partnership characteristics can negatively or 
positively influence these partnership processes, and in turn influence evaluation, dissemination 
and evaluation use. Partnership characteristics identified as important influences on the success 
of the partnerships and the evaluation, are shown within the boxes on the right of our model. 
Within the boxes we highlight (in bold) the processes and characteristics that we identified from 
the thematic analysis as critical to effective partnership working (the ABC). Our model illustrates 
how boundaries may act as barriers and close, effective relationships as facilitators. The model 







Figure 5-3 Conceptual model of the flow of information between partners and networks, and the 
relationships between processes, partnership characteristics and practices to support evaluation, 






We identified a complex network of partners that were involved in or influenced programme and 
project evaluation. By combining network analysis with framework analysis, we have shown how 
partnership characteristics can influence the flow of information and alignment of processes 
between partners, and how this in turn influences evaluation, dissemination and evaluation use. 
We have developed a conceptual model to help visualise this. Our model builds on concepts 
within previous models of evaluation and evaluation use that focused on capacity building for 
evaluation at an organisational level (73, 74, 306, 307), and on concepts of partnership working 
(61, 62, 65). Through the model, we have highlighted important elements of partnerships and 
networks, and how these are essential for collaborative evaluation activities, quality evaluation, 
knowledge exchange, shared learning, and evaluation use. Compared to previous models, our 
study offers a deeper understanding of the roles of different partners within multi-agency 
interventions in evaluation, and how characteristics of partnerships and networks can be shaped 
to positively influence evaluation processes and practices. 
Network analysis revealed a complex set of formal and informal relationships, and groups of 
more, or less, connected partners within wider programme and external networks. These 
connections are essential for knowledge exchange; they provide the potential for building 
capacity and professional development to improve evidence-based practices for individual and 
organisational partners. Communication to support multi-directional flows of information 
between partners is crucial. Our findings showed that communication and knowledge exchange 
were critical to evaluation, and to the use of both evaluation findings and process in multi-agency 
interventions. 
Through the thematic analysis we identified important benefits of research-practice partnerships, 
such as access to expertise, improved evaluation rigour, generation of practice relevant evidence, 
and capacity building, that support findings from previous studies (51, 61, 65). We also identified 
key processes and partnership characteristics that were critical to successful partnership working 
and evaluation. For example, appropriate and regular communication, and early mutual 
engagement were essential to facilitate effective collaboration, communication and capacity 
building. Close relationships in which stakeholders were, and were seen to be, approachable, 
accessible, and adaptable were important. Continuity of partnerships facilitated these processes. 
By including these in our model as an ABC of effective partnership working for evidence-based 
practices, we highlight their importance so that practitioners, funders and evaluators can take 
steps to address these when engaging in partnership-based evaluation. Funders and 
commissioners play a crucial role through their requirements for evaluation and the information 




to implement organisational structures and processes that support (i) initiation and continuity of 
relationships and practices, (ii) alignment of processes to minimise barriers to information flows 
across boundaries between partners, and (iii) development of systems to support knowledge 
exchange and capacity building. 
In line with previous studies, our findings highlighted the context-specific and changeable nature 
of partnerships (65), and the complex inter-connections between influences on partnerships and 
practices within multi-agency public health interventions (49, 51, 310). To facilitate information 
flow across boundaries there needs to be alignment of organisational structures and systems, 
time scales and communication approaches. By identifying where boundaries may exist within the 
network, where they may limit information flow, where time-lags may occur, and where 
knowledge may be lost or gained, our model helps explain the relationships between partnership 
working and processes fundamental to evidence-based practice. Staff movement represents the 
potential for both loss and gain of learning and capacity from organisations. The net effect 
depends on their role and position within the network, but funding and organisational structures 
that minimise staff loss are vital. Knowledge exchange via informal or personal connections for 
stakeholders in the wider network was also important. We suggest there may be added value in 
releasing the intrinsic value of these “hidden communities of practice” by developing 
organisational structures and processes that systemise networking and embed knowledge sharing 
practices. Communities of practice in health settings offer opportunities for capacity building and 
knowledge exchange to support professional development (311). To realise these benefits of 
networking, and to make these accessible to all stakeholders at any stage in the evidence-based 
practice cycle, there is a need for sustainable networks to bring researchers, policy makers and 
practitioners together and act as a conduit for knowledge exchange, advice, and professional 
development. Both the research community and those with responsibility for strategy, policy and 
practice decisions have a role to play in facilitating this at the local, national or inter-national 
level. 
In a similar vein to previous conceptual models of evaluation and evaluation use (73, 307) we 
offer our model as a contribution to what we see as an ongoing enquiry and conversation to 
improve evaluation and evidence-based practices in multi-agency public health interventions. We 
have drawn on concepts from organisational learning and systems to help interpret our findings, 
rather than applying specific theories. For example, we have described clusters of connected 
partners at the project level, nested in wider networks operating at the programme level and with 
partners external to the programme, and have identified boundaries as potential barriers to the 




We have not however delved more deeply into systems thinking or communities of practice, and 
highlight these as areas that would add value in further research. 
Strengths and limitations 
An important strength of this study was the support we received from Sport England to conduct 
the study, and the access to and participation from stakeholders at all levels of the GHGA 
programme. Another strength is our use of empirical evidence and inter-disciplinary approaches 
to inform our analysis and development of the conceptual model. This has enabled us to develop 
a novel view that builds on and integrates current understanding of partnerships and networks 
with an understanding of evaluation and evaluation use. There are limitations in our approach. 
The full extent of formal, and especially informal networks, is likely under-represented, due to the 
retrospective nature of the data collection process, and the grouping at organisational and sector 
level which was essential for anonymity. In future studies of this nature, a more systematic, 
prospective method of data collection for the network analysis would be beneficial. 
Conclusion 
Partnerships and networks represent a complex set of informal and formal relationships that have 
the potential to positively influence evidence-based practice. Our conceptual model highlights key 
processes and characteristics of partnerships that facilitate evaluation, dissemination, and 
evaluation use, the three fundamental steps in evidence-based practice. The model, highlights the 
importance of relationships and communication to facilitate the flow of information between 
partners and the network, and where there are potential barriers between partners. Based on the 
ABC of effective partnership working for evidence-based practices this research has identified key 
processes and influences as critical components in evidence generation and knowledge exchange: 
A. Approachable, adaptable, and accessible partners, B. Building relationships and capacity, and C. 
Communication, collaboration, and continuity. The model can be used by funders, practitioners, 
and evaluators engaged in multi-agency interventions and research-practice partnerships to 
identify important processes and influences that can shape the success of partnership working 
and evaluation practices. If partners are to realise the benefits of partnerships and networks, it is 
essential that they understand and implement these, and invest time, resources and effort to 





Chapter 6. Discussion and conclusions - the use, usability and 
usefulness of strategies to support evaluation and evidence-
based public health  
6.1 Introduction 
This concluding chapter of the thesis summarises the key findings, provides a discussion of how 
these contribute to knowledge, and considers their implications for research and practice. It then 
provides a reflection on the research approach and methods applied in the thesis, including a 
discussion of their strengths and limitations. This is followed by a personal reflection on the 
experiences of conducting the research and writing the thesis. Lastly, it provides some concluding 
comments.  
6.2 Summary of findings 
This thesis explored strategies to support and improve evaluation practices and public health 
evidence-based practice, taking a programme of interventions to promote physical activity as a 
case study. The research has highlighted the complex inter-connected influences on practice. It 
has considered in detail two particular strategies that are recommended to support and improve 
practice (46, 51, 60-62) - the use of evaluation frameworks and research-practice partnerships.  
The scoping review (Chapter 2) identified seventy-one evaluation frameworks, more than in any 
previous reviews (63), and highlighted the extensive range of guidance available. In considering 
the use of frameworks (Chapters 3 and 4) the thesis has shown that such frameworks can improve 
the quality of evaluation when applied appropriately, but that there is considerable variability in 
their use and reporting. Indeed, the systematic review (Chapter 3) highlighted that frameworks 
are under used and that there is much heterogeneity in the way intervention and evaluation 
components are described within published evaluation studies. As reported in Chapter 4, 
variability in the use and reporting of evaluation frameworks was evident even when a 
standardised framework and method of data collection was stipulated as a requirement of 
funding. This limits the comparability and transferability of evaluation studies and their findings, 
and suggests that providing evaluation guidance is not, of itself, sufficient to ensure the 
generation of high quality, generalisable evidence, and its’ dissemination and use.  
The typology and mapping of evaluation frameworks presented in Chapter 2 and the checklist of 
indicators to appraise the reporting of frameworks within studies (Chapter 3) aim to address some 
of these challenges. The mapping and typology can be used by stakeholders to identify and agree 
frameworks relevant to their needs, whilst the indicators can be used to facilitate systematic 




where to focus their efforts to address the gaps in the guidance provided by existing frameworks, 
and reviewers to appraise the quality of reporting in evaluation studies. However, the findings 
from the research suggest that evaluators may need more support to improve real-world 
evaluation and evidence-based practices. 
Inter-agency and research-practice partnerships are the other key strategy that the research 
reported in this thesis explored in detail. Chapters 4 and 5 showed that such partnerships can 
improve the quality of an evaluation and help to build capacity to conduct and use evaluation. 
Yet, the nature of relationships and the characteristics of the partnerships were found to be 
context-specific and changeable, and this influenced the success of partnerships and evaluation. 
Critically, the thesis highlighted that within inter-agency interventions, researchers, funders, 
policy makers, practitioners, and reviewers all have a vital role to play in shaping structures, 
systems and processes to support and improve evaluation, dissemination and evaluation use. 
Such networks are important to ensure that relevant evidence is generated and makes its way 
into the public domain in a timely manner, and to help close current gaps in the evidence-based 
practice cycle. Findings from Chapter 4 illustrated how organisational structures and systems are 
needed to: build and retain individual and organisational capacity for evaluation; facilitate 
collaborative and flexible decision making; and improve the transfer of knowledge and insights 
between stakeholders.  
The conceptual model presented in Chapter 5 shows the relationships between partners, 
processes and partnership characteristics, and how these can be shaped to positively influence 
evaluation, dissemination, and evaluation use. Key elements of effective partnership working 
highlighted in the model include: having approachable, adaptable, and accessible partners; 
building relationships and capacity to conduct and use evaluation; and communication, 
collaboration and continuity. This model can be used to guide understanding and implementation 
of structures, systems, and processes to facilitate effective partnerships and evaluations.  
By exploring in detail specific strategies to support evaluation and evidence-based practice, and to 
appraise their use, usability and usefulness, it is hoped that this thesis has made a meaningful 
contribution to the evolving understanding of and improvement in evaluation and evidence-based 
practices within public health contexts, including interventions to promote physical activity. The 
implications of the key findings for research and practice are discussed in more detail in the 
following sections. 
6.2 Discussion and implications for research and practice 
Evaluation, dissemination and evaluation use are fundamental processes to facilitate evidence-




sustainable change and meet targets to increase physical activity levels and improve the health of 
individuals and populations. This thesis has shown that strategies, such as the use of evaluation 
frameworks and research-practice partnerships and networks, can facilitate evidence-based 
practice when implemented appropriately. However, it has also shown that there remains 
considerable variation in the use of these strategies, despite the value placed on evidence-based 
practice by both the research and practice communities, and the plethora of guidance and 
recommendations that have been developed. If we are to ensure that effective evaluation is 
undertaken, relevant evidence is generated, and evidence is shared and used to inform decisions, 
strategies to encourage and support good practice need to be understood and implemented. The 
use of frameworks and research-practice partnerships, which are two strategies that this research 
explored, are discussed in the following two sections of this chapter. 
6.2.1. The use, usability and usefulness of evaluation frameworks and guidance 
Evaluation frameworks are intended to facilitate a systematic approach to evaluation (46). The 
reasons for their limited use and reporting in evaluation studies remains unclear, though is likely 
influenced by a range of factors. The abundance and breadth of frameworks has previously been 
suggested as a barrier to evaluators being able to find and make use of the most appropriate 
guidance (54, 63). Given the importance of generating practice-relevant evidence and building an 
evidence base on which decision makers can draw, it is important to direct practitioners and 
evaluators to appropriate guidance, and researchers to where further guidance is needed. 
Reviews of frameworks (63, 69, 101) and tools to signpost to relevant frameworks, such as those 
presented within the scoping review (85), are just one solution that can help to address this 
challenge.  
Unfortunately, providing and signposting to the guidance will not necessarily guarantee uptake or 
effective use of the guidance. There are several factors that can influence use of evaluation 
guidance. These include resourcing, organisational constraints, capacity of evaluators, and other 
contextual barriers that have been discussed previously in the evaluation research literature (49, 
51, 52). The demands for evaluation and value placed on differing forms of evidence by different 
stakeholders are driving forces for evaluation recommendations, and for the methods used. 
Where this is determined by the funder, as in the case study used here, this can lead to tensions 
and difficulties in implementing standardised methods consistently across differing projects and 
contexts. As both the scoping review and case study showed, there are strengths and gaps in the 
available guidance. Strengths that were identified included strong guidance on process evaluation 
and using logic models, which reflects the growth in appreciation of the importance of these 
evaluation components to gain a detailed description of the intervention under evaluation and to 




are emerging as areas of interest within evaluation and implementation research; for example, 
guidance on participatory evaluation, sustainability, and evaluation of wider non-health and 
unanticipated outcomes. Nevertheless, it should be noted that the guidance on evaluation is 
continually developing. For example, there has been an expansion of frameworks developed by 
and for practitioners in the last few years, such as Sport England’s Evaluation Framework (173), 
and the West of England Academic Health Science Network’s toolkit to support commissioning of 
health and care services (177). What is perhaps most crucial, is that efforts are focused on 
developing guidance or frameworks that are: fit for purpose; available and accessible by a range 
of stakeholders; and applicable to a range of evaluation needs, including emerging needs. This 
may increase the usability and usefulness of the guidance to different users, and therefore 
increase use. However, to promote the uptake and use of guidance, more is needed than just 
better guidance. Powell et al. (20) in their work on the Expert Recommendations for 
Implementing Change (ERIC) project provide a list of seventy-three discrete strategies that can be 
used to support and improve implementation, such as developing academic partnerships, and 
core definitions that can be used to improve the reporting of implementation strategies. This 
supports the view presented in this thesis, of implementation as a complex and context specific 
endeavour. 
Improving the quality and consistency of reporting, as well as increasing the number of published 
studies, has been a key focus within implementation research (10, 20). Indeed, considerable 
progress has been made in developing guidance, checklists and statements to improve the 
reporting of interventions. Examples include the Medical Research Council’s guidance on the 
development and evaluation of complex interventions and on natural experiments (35, 127), 
statements on Strengthening the Reporting of Observational Studies (STROBE) (185, 186), and 
Standards for Reporting Implementation Studies (StaRI) (312). The rationale behind them is to 
provide tools to improve the reporting of studies, and so enhance translation and adoption of 
effective interventions (312). In a similar vein, in the systematic review undertaken here (Chapter 
3) the checklist of indicators was presented as a tool to enable appraisal of the use and reporting 
of evaluation frameworks, for example by reviewers, and to improve the reporting of the use 
made of a framework. Its suggested use is intended to be alongside the guidance and statements 
mentioned above, as an additional tool to improve the completeness and transparency of 
evaluation studies, with the aim of improving the likelihood that relevant evidence is 
disseminated and taken up. However, improving dissemination is just one element of the 
evidence-based practice cycle, and dissemination through publication just one strategy. Within 




sharing effective interventions and good practice. An example includes the role of research 
networks in facilitating dissemination, which is considered in the following section. 
The thesis findings have highlighted some key challenges in implementing strategies for 
evaluation and evidence-based practice. Firstly, the complex inter-connecting and context specific 
influences on evaluation and evidence-based practices suggest that simply providing guidance, 
and stipulating requirements for evaluation and reporting are not enough (20). There is an 
ongoing need for training and capacity building to support stakeholders to conduct and use 
evaluation. Secondly, public health interventions are complex and operate in an evolving political, 
organisational, economic, and environmental context, where priorities for evaluation, and the 
relevance and value of evidence changes. Thirdly, evaluation and evidence-based practices also 
occur in an evolving knowledge base. For example, there is a growing appreciation and 
understanding of the importance of multi-agency, multi-component and whole-systems 
approaches to address public health priorities (36, 40, 77, 313). The World Health Organization’s 
call for multi-sectoral and multi-component approaches to achieve their targets to reduce 
physical inactivity amongst the population is just one example of the value now placed on these 
approaches to support intervention design, implementation and evaluation (1). Understanding 
and implementing such approaches and networks will require new and innovative evaluation 
methods and strategies (10, 16, 298). Indeed it may be more useful to implement pragmatic 
evaluation approaches that facilitate collaborative decision making to identify, agree and apply 
the most appropriate methods to generate the evidence required, and that can be adapted in 
response to emerging findings, than to provide or specify standardised frameworks such as those 
considered in this thesis. 
6.2.2 The role of partnerships and networks in supporting and improving evidence-
based practices 
Research partnerships and networks are increasingly recognised as a valuable strategy to improve 
practice. They bring together researchers and practitioners with responsibility for programme 
delivery to collaborate in the design, implementation and evaluation of interventions. Multi- or 
inter-agency collaborations offer opportunities to adopt inter-disciplinary methods to understand 
and implement multi-component interventions. Further, research-practice partnerships offer 
flexibility that can allow adaptation and refinement of evaluation methods in response to 
emerging findings, changing stakeholder and programme needs, and changing demands for types 
of evidence during an intervention’s development and delivery phases. This can be particularly 




Evidence presented in this thesis has shown that research-practice partnerships can improve the 
rigour and relevance of evaluation, help build capacity to conduct and use evaluation, and 
improve use of evidence to inform policy and practice, as suggested in previous studies (8, 11, 48, 
50, 61). The combination of researchers’ knowledge, research expertise and resources, with 
practitioners’ understanding of constraints and priorities in evaluating real-world interventions, 
can help when making decisions about pragmatic evaluation, and improve the likelihood that 
practice relevant evidence is generated. The research presented here highlighted that effective 
collaboration and communication between stakeholders throughout the stages of intervention 
planning, implementation, and evaluation were essential to allow flexible, responsive and 
innovative evaluation. The flow of information between partners is dependent on effective 
communication strategies, whilst wider networks of partners, including funders, play a crucial role 
in enabling timely and appropriate forms of communication. The use of the Sport England case 
study revealed that communication in the early and final stages of a programme is often a 
challenge, and that improvements are needed to better support this. Examples include longer 
term funding, structures that embed partnerships and staff with relevant expertise within 
organisations, and systems to promote knowledge exchange. Critically, the thesis has shown that 
key processes and characteristics of partnership working and relationships may be central to 
success. These processes and partnership characteristics need to be understood and applied by 
stakeholders when initiating and implementing partnerships and networks. Funders, researchers 
and practitioners all have a role to play in shaping these if the benefits of research-practice 
partnerships and networks are to be realised.  
Evaluation is only one element in the evidence-based cycle; dissemination is a critical process 
linking evaluation and evaluation use. This requires effective organisational structures and 
systems to facilitate timely and appropriate communication between partners. Without this, even 
the most robust evaluation will not make it into the public domain. Reviewers and journal editors 
have a role to play in enabling practice-relevant evidence to reach publication, whilst research 
networks that facilitate the flow of knowledge between researchers, funders and practitioners 
may be even more critical in communicating relevant evidence to inform policy and practice 
decisions. 
The thesis also highlighted gaps in our understanding of the complex interconnections between 
influences on practice, and in particular the need for more inter-disciplinary research to explore 
the role that research-practice partnerships and networks play in knowledge exchange and 
building capacity to support evidence-based practices. The thesis findings support a growing body 
of work that recommends further research that draws on theories of organisational learning (51, 




how organisational structures, networks, and systems can be developed and implemented to 
facilitate evaluation and evidence-based practices in multi-agency public health interventions. 
6.3 Implications for research and practice 
Public health interventions are developed within an evolving knowledge base and context. A 
shifting political, economic, environmental and social context drives requirements for evaluation 
and influences the value placed on differing forms of evidence. What counts as evidence changes 
within this context. As we move to a more system wide focus for interventions that can integrate 
systems, environments, and services to bring about sustained systemic change (36, 40, 313), 
evaluators, practitioners and decision makers need to: ask the right questions of an evaluation; 
identify, agree and apply appropriate methods; and disseminate findings in a timely manner to 
inform intervention implementation.  
The research presented in this thesis has highlighted the complex interconnections between 
influences on evidence-based practice, and the highly context specific nature of these influences. 
In line with the Expert Recommendations for Implementing Change (ERIC) (20), this thesis has 
argued that it is not simply a case of identifying discrete recommendations and providing specific 
guidance, but that multiple methods and strategies may be needed. Organisations should 
implement strategies to facilitate innovative and flexible approaches. This will allow them to 
respond to evolving demands for evidence, and to evolving understanding of evaluation, 
dissemination, and implementation practice. 
As shown in the case study, there is an inextricable link between the demands for evaluation and 
value placed on different forms of evidence by stakeholders as well as the use of methods and 
strategies to conduct evaluation, which in turn influences the usefulness of an evaluation to 
different stakeholders. It is vital that commissioners, practitioners, researchers, and other 
decision makers who are involved in intervention development, implementation and evaluation 
develop a better understanding of influences on practice, and put in place organisational 
structures, systems, and processes to better support evidence-based practice. For example, this 
research has highlighted the importance of applying and embedding strategies that facilitate 
capacity building, communication, collaboration and continuity of relationships. Without this, 
there is a risk that valuable resources are spent on less effective interventions, whilst critical 
evidence about what works does not reach the public domain. 
Funders of interventions need to consider their requirements for evaluation to ensure they are 
appropriate to enable the generation of high quality, relevant evidence, and that systems to 
support evaluation and knowledge exchange are embedded. For example, funding cycles, 




essential that organisations build and retain individual and organisational capacity to conduct and 
report on intervention evaluation, and to use evidence generated. The thesis has highlighted the 
potential for research-practice partnerships and networks to positively influence evidence-based 
practice. Practice-based and research organisations need to explore how they can initiate and 
embed such partnerships within their work, and how these can be shaped to allow for 
collaborative and flexible approaches that are mutually beneficial to those involved.  
Researchers need to respond to the challenges to develop and implement appropriate methods 
and guidance to support emerging evaluation needs. The thesis has identified gaps in the current 
guidance where researchers can most usefully focus efforts to develop further guidance, such as 
sustainability and wider non-health and unanticipated outcomes. However, as discussed in this 
last chapter of the thesis, there is a growing appreciation of systems approaches to address public 
health concerns. Systems approaches can provide a useful framework, and tools, to help 
understand the complex relationships between influences on interventions and how these change 
over time (40, 313, 317). Nevertheless, there is a need to develop a better understanding of  how 
these approaches can be applied within public health evaluations (16). Multi-agency partnerships 
and networks, including research-practice partnerships, provide opportunities to draw on 
differing perspectives and inter-disciplinary approaches to understand complex public health 
interventions and evaluation. Further research is recommended to more fully understand how 
networks and communities of practice work to improve knowledge exchange and shared learning, 
and how these may be implemented to achieve shared goals to improve health (311, 314).   
6.4 Reflections on the research approach and its strengths and limitations 
A key strength of the approach adopted for this thesis was the engagement with researchers and 
practitioners. This included consultation with stakeholders to conduct the scoping review, to 
ensure that the list of evaluation components against which frameworks were mapped was 
comprehensive, and that the results would be of interest and value to both practitioners and 
researchers. Working with stakeholders engaged in the design, implementation and evaluation of 
Sport England’s ‘Get Healthy Get Active’ programme was also essential to allow a collective case 
study approach to be applied. Such working enabled the focus for the case study to be agreed, 
and provided access to multiple sources of data from a representative sample of the funded 
projects, and from differing stakeholder perspectives. This was important to ensure that the 
programme’s rationale and evaluation was understood and represented appropriately in the 
thesis. 
As outlined in the introduction to the thesis (section 1.4) and the conceptual framework 
developed to guide the research (Figure 1-2), a pragmatic approach was adopted to identify and 




framework provided a useful point of reference to reflect on the research process and methods, 
and to appraise their strengths and limitations in addressing the research questions and in 
meeting the intended outputs and outcomes. The discussion of some of the strengths and 
limitations of the methods used illustrates the challenge of balancing methodological decisions in 
pragmatic research.  
Firstly, applying a collective case study, and the choice of programme for this, was important. This 
enabled multiple data sources from the programme and 23 locally delivered physical activity 
interventions to be explored with multiple methods. Nevertheless, there were challenges; the 
case study was conducted largely retrospectively, so at the time of data collection the projects 
included were in their final few months of delivery or already completed. Whilst this was 
important to be able to access final evaluation reports for each of the projects as a key data 
source, it limited the ability to take a more ethnographic or participatory approach that may have 
provided more insights into the experiences and reflections of stakeholders during the evaluation 
process. It may also have limited the number of projects and stakeholders who agreed to 
participate in the research and to share documents. In addition, time lags between interventions 
ending and publication of programme level evaluation and any peer reviewed articles arising from 
project evaluations meant these could not be included in the data collection and analysis. 
The retrospective nature of the case study, and also time since the searches for the scoping and 
systematic reviews were conducted means that, as with much research, many of the findings 
reported within the evidence synthesis and recommendations made may have since been 
implemented. This thesis is not an endpoint though, and seeks to contribute to the continuous 
harvesting of experiences and effects that are relevant to an ongoing discussion of evaluation, 
dissemination and evaluation use.  
There is a growing recognition of the value of using qualitative research, multiple methods and 
case studies in health research to understand interventions holistically (10, 83, 84). Adopting a 
qualitative approach was essential to explore influences on practice in detail, and to gain insights 
into stakeholders’ descriptions and reflections of their experiences. This allowed a deeper 
understanding of practices, and how influences can act as barriers or facilitators to evaluation and 
evidence-based practice. However, this was perhaps at the expense of taking a quantitative or 
meta-evaluation approach that may have provided a more systematic assessment of whether the 
evaluation strategies required by the funder had been effective in achieving the programme’s aim 
of generating high quality, generalisable evidence.  
Case studies are often criticised as a research approach, in that they are based on a specific entity 
or phenomenon and as such can be limited in their generalisability (83, 318). It is important to 




This was critical to its use in this thesis. The purpose here was to explore evaluation and evidence-
based practices and influences on practice within the real-world contexts in which they occur. The 
methods applied therefore allowed a critical and interpretivist approach to be combined to 
understand similarities and differences in cases and perspectives, to draw generalisations where 
appropriate, and to understand the wider contextual factors that shaped practices within the 
cases. This differs from the use of case studies within many of the evaluation reports appraised as 
part of the case study, where the approach was mostly descriptive, and the purpose described by 
stakeholders more akin to promotion than evaluation. This distinction is noteworthy, and 
important to avoid the ‘misuse’ of the case study as an evaluative tool. The systematic and 
transparent analysis and reporting within the case study, the use of multiple data sources, 
framework analysis (278, 279) and directed content analysis (84) were critical to address some of 
the challenges associated with qualitative research (318) and case studies (83).   
The thesis has been presented as a set of linked studies, in which each chapter applied 
appropriate methods to address a specific set of research questions. Each chapter built on the 
findings of the previous one to contribute to the overall aim of the thesis to improve 
understanding and implementation of evaluation and evidence-based practices in public health, 
and physical activity interventions in particular. This iterative approach dictated the sequential 
nature of the research which limited the ability to adopt a more deductive approach and for 
research elements to be conducted simultaneously. However, this is also a strength of the thesis 
as it allowed a progressive narrowing of the focus to explore emergent aspects of the research in 
more detail. This had implications for the research and the experience of conducting the research, 
which are discussed below in the personal reflection. 
6.5 Personal reflection of the candidate 
The starting point for the thesis was the aim to improve evaluation in practice, and the approach 
taken has primarily been informed by an applied research perspective. One frustration has been 
the retrospective nature of the research, and a feeling that this limited the opportunity to take a 
more action-research and participatory approach. Engaging with stakeholders to gather data, 
whether that was negotiating for access to documents or conducting interviews, helped to 
mitigate that in part. However, working within an applied context but operating outside of that 
context also lent itself to a questioning of the purpose and value of the research. One of the 
benefits of the emergent research approach has been that the chapters that have contributed to 
the overall thesis could also be presented as independent pieces; this meant that three papers 
have been published, and one more is under review. This was important to be able to recognise 




As is often the case in qualitative research, managing the extensive bodies of data that were 
included in each of the reviews and the case study brought challenges, both in terms of the time 
needed to process and analyse the data, and in identifying (or accepting) what was important to 
include and what could comfortably be left out within the narrative synthesis of the thesis. The 
emergent and sequential nature of the thesis may also have contributed to this. The identification 
and selection of an appropriate programme for the case study took time and was inevitably 
somewhat opportunistic. The scoping review was the first piece of work to be completed. With 
hindsight the focus of the scoping review could perhaps have been narrowed from physical 
activity and dietary change interventions to physical activity specifically at an earlier stage, which 
would have aligned more closely with the rest of the thesis.  
Within this last chapter the growing interest in multiple methods and systems approaches to 
better understand health interventions has been discussed. Recent calls for the adoption of 
systems approaches to understand the wider context in which public health interventions occur 
have emphasised a pragmatic approach to identify which tools, theories and methods are most 
useful in particular contexts and to answer particular questions (16, 77, 313). Reflecting on the 
research undertaken with this perspective in mind, three things present. Firstly, the scoping 
review was a useful starting point to understand the breadth of frameworks and tools available; 
several of those included in the review, such as Participatory Impact Pathway Analysis (123), and 
Developmental Evaluation (78), are mentioned in the literature as relevant to the application of 
systems thinking in health (77). Secondly, the progressive narrowing of the focus of interest that 
allowed a more detailed consideration of partnership working, and the use of network mapping in 
Chapter 5, were important to bring the discussion in line with emerging issues in public health 
evaluation. Thirdly, the use of multiple methods and software in this thesis, including: NVivo 12 
Pro to support the content and framework analysis; Excel spreadsheets to process large data sets; 
Ucinet to produce network maps; and PRISMA statements to support the reporting of systematic 
and scoping reviews, were all essential to address the research objectives, and importantly 
provided an opportunity to develop skills and experience that will be applicable in future 
research.  
It has been crucial to keep at the heart of the thesis the understanding that the findings are more 
broadly applicable than physical activity interventions, and that insights can be applied to 
evaluation and evidence-based practices in any domain that operates in similar multi-agency 
contexts. This was presented in the conceptual framework (Figure 1-2), and is important to reflect 
on. The value of the research to Sport England as a key stakeholder in this research remains to be 
established. Findings have been shared in order to gather comments on the final drafts of 




stakeholders involved in the individual projects, or the wider network of researchers and 
practitioners involved in promotion of physical activity, have not arisen thus far. Two conferences 
for which I had abstracts accepted were postponed, and preliminary discussions with Sport 
England regarding dissemination of findings to stakeholders are on hold due to the Covid-19 
pandemic. The publications arising from the study provide a useful contribution to the literature 
on which practitioners and researchers can draw; however, it is important in applied research that 
findings are also disseminated appropriately to a wider range of stakeholders.  
Other challenges that are perhaps worthy of note, have been those of working on a single project 
over a long duration and independently. Opportunities to engage in delivering teaching activities, 
participating in training and professional development, and undertaking additional research 
activities were essential to sustain momentum in this research. In addition, the findings and 
experiences have been used to write a successful research grant application, and to inform a four-
month long project in which I applied network analysis and collaborative approaches to explore 
research activities within a local authority. I include this here, as this has helped me to realise the 
value of the thesis, and the potential for its contribution to practice, to addressing University 
requirements to show impact, and critically to addressing the underlying aim of the thesis which 
was to contribute to closing the research-practice gap. It is only in the final stages that the value 
of the research has been really appreciated.  
6.5 Concluding comments 
To bring about sustainable change and meet targets to improve the health of individuals and 
populations, evaluation, dissemination and evidence uptake are essential processes in the 
evidence-based public health cycle. In practice, complex inter-connected influences can act as 
barriers and facilitators to the effective implementation of these three processes. This thesis 
sought to improve understanding and implementation of evidence-based practice in multi-agency 
public health interventions, taking the evaluation of physical activity interventions as a case study. 
It is hoped it has made an important contribution to practice, by signposting to appropriate 
evaluation guidance, and by identifying examples of good practice and of where improvements 
are needed to better support practice.  
The contextual and changeable nature of interventions and their evaluation will always impact 
the use, usability and usefulness of strategies to support evaluation and evidence-based practice. 
Critically, stakeholders with an interest in conducting or using evaluation need to understand and 
implement organisational structures, systems and processes to support and improve evaluation, 
dissemination and evaluation use. These need to be shaped to ensure that individual and 
organisational capacity for evaluation is built and retained, and to encourage collaboration and 




practice cycle and to ensure that relevant evidence is generated and used in a timely manner. 
Without this, critical evidence that could be used to inform interventions to support the health of 
the population will not make it into the public domain.  
By identifying the gaps in understanding and in the evaluation guidance, it is hoped that the thesis 
stimulates further conversations and research to improve understanding of the relationships 
between research and practice, between evaluation and evaluation use, and between the 
structures, systems and processes that influence evaluation practices, dissemination, and 
evaluation use. Overall it is hoped that this body of work has contributed to the underlying aim of 
helping to close the research-practice gap. 
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Appendices 
Appendix 1. Glossary of key terms 
Community  Interventions that are both place-based and where people share goals or 
affinity (13, 43). 
Community-centred  Approaches that promote relationships, mobilise local assets, and 
strengthen community capacities are more than simply community-based 
(13, 43). 
Context  A general term that includes diverse internal and external factors that 
may influence an intervention and/or its evaluation.  
Dissemination  The process of communicating findings in ways that will facilitate their 
use in practice (66). 
Evaluation  Systematic examination and assessment of the features of an initiative 
and its effects, in order to produce information that can be used by those 
who have an interest in its improvement or effectiveness. (19), p3. 
Evaluation component  Individual elements encompassed within evaluation; for example 
elements of process or outcome evaluation. 
Evaluation framework Any structured guidance that facilitates a systematic evaluation of the 
implementation or outcomes of an intervention. 
Evaluation use The use of evidence generated from evaluation, and the effects of being 
involved in evaluation (55, 71), related terms include: 
 Findings use The use of evidence generated from an evaluation. 
 Process use  The effects of being involved in evaluation. 
 Instrumental use The use of evaluation for direct action.  
 Conceptual use The use of evaluation in changing attitudes or improving knowledge. 
 Symbolic use The use of evaluation to justify decisions or actions. 
Evidence-based practice  The use of evidence to inform and improve future decision making. 
Generic framework One that is intended for use across a range of contexts, settings and 
sectors, as opposed to one that has been developed for use in a specific 
context or field. 
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Health promotion Interventions that adopt methods to enable people to improve their 
health or well-being (32). 
Implementation The act of carrying an intention into effect, which in health research can 
be policies, programmes, or individual practices (collectively called 
interventions) (320). 
Implementation research  The scientific study of methods to promote the systematic uptake of 
research findings and other evidence-based practices into routine 
practice, and, hence, to improve the quality and effectiveness of health 
services and care. (17) (p.1). 
Intervention A general term that encompasses a broad spectrum of components, and 
includes interventions developed within a research context as well as 
those developed within a practice-based context. 
Intervention function Broad categories to define the general means by which an intervention 
might change behaviour (Education, Enablement, Persuasion, Coercion, 
and Incentivisation, Modelling, Environmental Restructuring) (38, 190). 
Multi-component  Interventions that have several elements, such as different modes of 
delivery or intervention functions. 
Multi- or inter-agency Bringing together stakeholders from different groups or organisations 
within the same sector or different sectors, for example health charities, 
public health teams, or health researchers. 
Multi-sectoral  Bringing together different sectors, for example health and sports 
sectors. 
Practice-based evidence The knowledge and insights generated from evaluation of ‘real-world’ 
interventions. 
Practitioner Those involved in decisions and actions related to intervention 
development, delivery and evaluation from a practical standpoint, 
including funders, commissioners, policy makers and intervention 
facilitators or delivery staff.  
Pragmatic evaluation An approach that seeks to balance the need for pragmatism within 
service delivery with demands for evaluation rigour. 
Programme Real-world interventions that represent a group of related projects. 
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Public Health Intervention Interventions that seek to modify socio-ecological determinants of health, 
for example to bring about behaviour change, to address non-
communicable health outcomes (30). 
Real-world/Practice-based Interventions that are part of normal service delivery or delivered in a 
practice setting, rather than within a research setting. 
Researcher Those primarily engaged in research and evaluation from an academic 
standpoint. 
Setting The physical, geographical, or organisational space in which an 
intervention is implemented. 
Systems thinking A field of enquiry and practice aimed at seeing how things are connected 
to each other within a notion of a wider ‘whole entity’ (77). 
Translational research  A research approach that explores which evidence and knowledge-
transfer strategies are used within specific policy and programmes to 
understand the relationship between evidence generation and evidence-
based policy and practice (68).  
Use  The action of using something or the state of being used for a purpose. 
Usability The degree to which something is easy to use. 
Usefulness The quality or degree of being effective, indicating the value to the user. 
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Appendix 2 Research ethics approval 
Faculty of Medicine and Health Sciences Research Ethics Committee 
 
Judith Fynn MED  
Research & Innovation Services 
Floor 1, The Registry  
University of East Anglia  
Norwich Research Park  
Norwich, NR4 7TJ 
 








Project title: Exploring facilitators and barriers to good practice in intervention evaluation: A case 
study of the Sport England ‘Get Healthy Get Active’ programme 
Reference : 201718 - 133 
 
The amendments to your above proposal have been considered by the Faculty Research 
Ethics Committee and we can confirm that your proposal has been approved. 
 
Please could you ensure that any further amendments to either the protocol or documents 
submitted are notified to us in advance and also that any adverse events which occur during 
your project are reported to the Committee. Please could you also arrange to send us a report 
once your project is completed. 
 
Approval by the FMH Research Committee should not be taken as evidence that your study is 
compliant with GDPR and the Data Protection Act 2018. If you need guidance on how to make 








FMH Research Ethics Committee 
 
CC Supervisor 
Project officer & REN project code (if we have this information) 
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Appendix 3 Gatekeepers consent to conduct the research from Sport England 
Permission to conduct research on Sport England’s Get Healthy Get Active programme  
TW 
Toby Wood <Toby.Wood@sportengland.org>  
Reply |  
Wed 30/05/2018 09:56 
To: 






 i Judith, 
Permission to conduct research on Sport England’s Get Healthy Get Active (GHGA) programme 
This is to confirm that Sport England gives permission for the research team at UEA, led by Judith Fynn a PhD candidate, to 
conduct the research on the Get Healthy Get Active (GHGA) programme.  We have been given the opportunity to see and 
comment on the protocol.  We have agreed to support the research team by contacting the leads for the funded projects within 
the GHGA programme to provide them with information about the research project and to invite them to participate in interviews 
with the lead researcher. 
  
Toby Wood  
Project and Relationship Manager 
T: 07920295281 
M: 07920295281 
F: 01132 422 189 
E: Toby.Wood@sportengland.org
 
 152  
Appendix 4 Participant Information Sheet for the case study 
Participant Information Sheet (PIS)    
Study title: Exploring facilitators and barriers to good practice in intervention evaluation: A case 
study of the Sport England ‘Get Healthy Get Active’ programme. 
You are being invited to take part in a research study.  Before you decide, it is important for you to 
understand why the research is being done and what it will involve.  Please take time to read the 
following information carefully and discuss it with others if you wish.  Please ask if there is anything 
that is not clear or if you would like more information.  If you have questions, contact details are at 
the end of this information sheet. 
What is the purpose of the study? 
Sport England’s Get Healthy Get Active programme has funded, in partnership with Local 
Authorities, Charities and Clinical Commissioning Groups, a portfolio of physical activity projects, 
and aims to evaluate these to provide evidence of how sport can contribute to decreasing 
inactivity and improving public health.  A team of researchers from the University of East Anglia 
are conducting interviews with practitioners involved in projects funded by the Sport England 
programme to identify examples of good practice and to gain a better understanding of how 
systems and practices support or limit evaluation and evidence-based practice.  The study aims to 
contribute to our understanding of best practice and to make recommendations to support 
intervention evaluation and sharing of evidence generated from interventions. 
Why have I been chosen? 
Sport England’s Get Healthy Get Active programme has been identified as the focus for the 
research.  As a person with a role in this programme or one of the funded projects within the 
programme your views are important to this study and we would like to invite you to take part. 
Do I have to take part? 
You do not have to take part in the study if you do not want to. If you do want to take part in the 
study, we attach a copy of the consent form which we ask you to sign and return to us, please. You 
will be given a copy of the consent form to keep. If you decide to take part you are still free to 
withdraw from the study at any time up to the point of analysis without giving a reason.  If you 
decide to withdraw after the interview, the process for withdrawal will be explained at the end of 
the interview, and any data collected during the interview will not be included in the study. A 
decision to withdraw at any time, or a decision not to take part, will not affect you in any way.  
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What does taking part involve? 
If you agree to take part, you will be asked to participate in an interview with the researcher. 
Interviews will be conducted face to face, or via Skype or telephone, by mutual arrangement with 
participant(s), and will last a maximum of 60 minutes.  Interviews will be recorded and typed-up.  If 
you would like to, you will be able to see a copy of the transcript and/or reported analysis to check 
that it is a true representation of what was said.  
What are the possible disadvantages and benefits of taking part? 
We do not believe there are any disadvantages or risks in taking part in the study other than your 
time taken to take part in the interview. In terms of benefits, by taking part you will have the chance 
to reflect on the evaluation and reporting process and your own involvement. We are interested in 
your experiences and views, and by taking part you will be contributing to our understanding of 
good practice in evaluation and evidence-based practice, along with facilitators and barriers to good 
practice. Understanding gained from the study is intended to help develop recommendations for 
best practice. 
Will my taking part in the study be kept confidential? 
All information which is collected during the course of the research, including information relating 
to the Get Healthy Get Active programme and individual funded projects, and individual’s opinions 
or comments will be kept strictly confidential so that only the researcher(s) carrying out the 
research will have access to such information.   
Participants should note that things you say during interview may be included in reports as direct 
quotes or as summaries in an anonymised form. By agreeing to participate in this project, you are 
consenting to the retention and publication of information gathered. Any quotes that have the 
potential to be recognisable will be shared with you and your consent sought for their inclusion in 
reports and publications.  You will be able to withdraw direct quotes from the reports up to the 
point at which they are submitted for publication. At the end of the interview you will be provided 
with information for the withdrawal process and dates up to which you can either fully withdraw 
or withdraw quotes that may be recognisable. 
What will happen to the results of the research study? 
Understandings gained will be shared with Sport England and partner organisations through the 
final report and presentations.  Findings may also be shared with a wider audience through 
publication in academic journals and by presenting at conferences as well as a chapter in a PhD 
thesis being produced by the lead researcher, Judith Fynn.  
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Who is organising the research? 
The research is being conducted by a team at the Norwich Medical School at the University of East 
Anglia (UEA).  The research is funded by the university as well as the Centre for Diet and Activity 
Research (CEDAR). The study is being led by Judith Fynn with Professor Andy Jones, Dr Wendy 
Hardeman, Dr Karen Milton and Dr Charlotte Salter. 
Has the project been approved on ethical grounds? 
This study has been reviewed and approved by an independent group of people as part of the 
Faculty of Medicine and Health Sciences Research Ethics Committee, University of East Anglia which 
protects your safety, rights, wellbeing and dignity. The design and management of the research has 
taken account of GDPR requirements to ensure compliance. 
Complaints Procedure 
If you have any complaints about the study you can contact in the first instance: 
Professor Andy Jones, Norwich Medical School, University of East Anglia, Norwich, NR4 7TJ. Tel: 
01603 593127, a.p.jones@uea.ac.uk 
Who may I contact for further information? 
If you would like more information about the research before you decide whether or not you would 
be willing to take part, please email in the first instance: Judith Fynn (j.fynn@uea.ac.uk), Norwich 
Medical School, University of East Anglia, Norwich, NR4 7TJ
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Appendix 5 Consent Form for participants in the case study 
CONSENT FORM 
Title of Project: Exploring facilitators and barriers to good practice in intervention 
evaluation: A case study of the Sport England ‘Get Healthy Get Active’ programme. 




1. I confirm that I have read and understand the information sheet dated 
18/09/2018 (version 2) for the above study. I have had the opportunity to 
consider the information and ask questions. 
2. I understand that my participation is voluntary and that I am free to  
withdraw fully from the study at any time up to the point of analysis  
and to withdraw quotes that may be recognisable up to the point of  
submission for publication, without giving any reason and without my legal  
rights being affected. 
3. I understand that the information collected will be used to support other 
research in the future, and may be shared anonymously with other  
researchers. 
4. I agree to take part in the above study. 
 
 
            
Name of Participant  Date    Signature 
 
            
Name of Researcher  Date    Signature 
1 for participant; 1 for researcher
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Appendix 6 Topic guide for semi-structured interviews 
General Contextual  
1. Please can you tell me about your role in the project ?  
Project Evaluation 
2. Can you tell me about your experiences of being involved in the project evaluation, 
please? 
3. What do you feel were the main factors that influenced how the evaluation was 
designed and implemented?  
 Prompts: Any specific requirements, evidence, tools, or frameworks? 
4. What do you feel were the main strengths and weaknesses of the methods or 
approaches used in the project evaluation?  
 Prompts: What worked well?/ What worked less well, any challenges?/ Any 
examples? 
5. How useful do you feel the evaluation was? 
 Prompts: Any examples of how it was used?/ Any examples of challenges to it 
being useful? 
6. Please could you tell me more about any systems or organisational structures that 
were put in place to support project evaluation? How effective were these? 
7. Reflecting back, is there anything you feel you would have been done differently in 
evaluating the project?  
8. Do you have any thoughts or suggestions for what is needed to support project 
evaluation?   
Partnership working:  
9. Please can you tell me more about any partners involved in the evaluation, and the 
roles they played? 
Prompts: Who do you see as essential partners? / Had you worked together 
before? Who did what? How was this decided? 
10. Can you tell me more about your experiences of working with partners as part of 
the evaluation?  
Prompts: What works well? (facilitators) / What works less well? (any barriers 
or challenges?) / Anything you would do differently regarding partnership 
working? 
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11. How would you describe the processes, information or support for evaluation from 
partners? 
 Prompts: From the funder, within your organisation, other partners? 
Evaluation reporting/knowledge sharing: 
12. Please can you tell me more about your experiences of how the evaluations were 
reported or shared?  
13. Do you have any thoughts on how projects could be better supported to share 
knowledge gained from evaluation?  
Other questions e.g. Specific follow up on observations from the evaluation report. Is 
there anything else you would like to tell me, that you feel you have not yet had the 
opportunity to discuss? Is there anyone else involved in the project and/or it’s 
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